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Abstract
Background
The presence of family members (FMs) in emergency departments (EDs) during the carrying
out of resuscitation and other invasive medical procedures is a relatively new concept in the
health service field. Led by nurses, family presence has gained significant support over the
past two decades from international healthcare organisations. Almost universally, FMs across
a variety of cultural contexts believe it is their right to witness invasive medical procedures
performed on their immediate FMs; however, healthcare professionals still have conflicting
opinions over this issue. In general, nurses from Western countries tend to support the
practice and believe it should be mandated in hospitals, while nurses based in Asia and the
Middle East, as well as other allied professionals, do not support the practice and believe it
should be discouraged. The previous research in this area has demonstrated that advocates for
family presence have justified that support for the practice goes hand in hand with family
centred healthcare practices. However, opponents to family presence (mostly healthcare
professionals) cite safety concerns as their reasons for preventing FMs from witnessing
invasive medical procedures. These concerns include extra workload burdens, which are
attributable to understaffing, interruptions to procedures, FMs’ misinterpretation of
healthcare actions, unnecessary prolonging of resuscitation efforts, medico-legal issues and
psychological harm to FMs.
In the past two decades, a number of leading healthcare organisations, mainly in the United
States (US), such as the Emergency Nurses Association (ENA) and the American Heart
Association (AHA), have endorsed the practice by developing position statements and
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written policies for their members. However, to date, few hospitals have adapted their
hospital-based policies, with decisions regarding the presence or absence of FMs being made
according to individual circumstances.
Purpose
The primary purpose of this paper is to examine the experiences, attitudes and beliefs of
Saudi FMs and ED nurses towards family presence during invasive medical procedures in the
ED. The current study draws on specific cultural and religious characteristics of FMs, as well
as the unique demographic constitution of the nursing workforce in Saudi Arabia (SA). The
study gathers empirical information from two cohort populations to identify current barriers
and facilitators to this practice, inform the nursing service delivery practice regarding family
presence and assist in the development of workplace policy and organisational guidelines.
Significance
This is the first Saudi-based study to be conducted in EDs and one of few studies that have
been undertaken in the Middle East that recruit both FMs and EDs nurses to examine family
presence practices during invasive medical procedures. The findings will assist in informing
the future development of a culturally specific family presence policy that promotes Saudi
family centred care while enabling optimal client outcomes. A major strength of this study is
the examination of the complex cultural and religious beliefs and the social expectations of
both FMs and nurses regarding this controversial topic.
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Design and Method
A cross-sectional descriptive exploratory design study employing quantitative methodology
was undertaken. Two independent self-completed survey questionnaires were employed to
gather data from two independent groups in two phases: (a) in phase 1, immediate FMs (n =
294) were surveyed, who had attended invasive medical procedures performed on FM
patients in EDs; and (b) in phase 2, EDs nurses (n = 97) were surveyed. In both phases,
participants completed a survey questionnaire ascertaining previous experiences with family
presence, policy preference and associated cohorts’ attitudes and beliefs about family
presence. Both questionnaires were pilot tested and reviewed by an expert panel for content
validity.
Analysis
The same quantitative analysis strategy was conducted in phase 1 and phase 2 of the research
using the Statistical Package for Social Sciences (SPSS) software, version 19. Descriptive
analysis of data was conducted for descriptive data. Principal Axis Factoring was performed
to extract the factors from the pattern matrix, and non-parametric Kruskal–Wallis tests were
applied to test the median scores and the correlations between the variables.
Results
In phase 1, almost all FMs had strongly supportive attitudes towards family presence. Saudi
FMs believed it was their right to be with the patient regardless of the acuity of their
condition. They reported negative experiences about the ED being unsupportive of their
vspecific cultural and spiritual needs during the performance of invasive medical procedures.
Male FMs—in particular, older males—had statistically significant, more positive attitudes
and beliefs towards family presence. In addition, their cultural and spiritual needs during
invasive medical procedures were higher than those of females and younger FMs.
In phase 2, ED nurses showed negative attitudes towards family presence practice. In
addition, they were generally against the idea of allowing FMs’ presence and never facilitated
the practice, although demanded by FMs. The nurses surveyed claimed that they refused to
allow FMs to witness invasive medical procedures for such reasons as lack of policy,
guidelines, consideration to colleagues and lack of cultural awareness. ED nurses reported
negative experiences with family presence and preferred to have a policy that mandated
against the practice. Senior and more experienced nurses, as well as those with higher
educational qualifications, had more positive, statistically significant, attitudes and beliefs
towards family presence compared to less experienced and junior nurses in EDs.
Recommendations
The study recommends the development of a family presence policy that is culturally specific
and gradually introduced and carefully evaluated in conjunction with a shift in core hospital
philosophy towards family centred care. This will enable consideration to be given to the
cultural and religious backgrounds of Saudi Arabians. Introducing family presence practice in
current SA hospital-based ED training and resuscitation courses is recommended as a starting
point. Current SA and international nursing curriculums related to family care, emergency
nursing and advanced practice should include units on FMs’ rights to witness invasive
medical procedures, and it should provide guidelines for nurses in support of FMs’ presence
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during invasive medical procedures. It is imperative to include cultural and spiritual
awareness within nursing and medical education in future educational reforms in SA and the
Middle East. Future research is recommended within the Middle Eastern context to identify
qualitatively and in more depth the religious and cultural imperatives and experiences
relating to family presence.
Keywords: Family Presence, Emergency Department, Saudi Arabia, Attitudes and Beliefs,
Resuscitation and Invasive Procedures
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1Chapter 1: Introduction
1.1 Introduction
To date, issues surrounding the acceptability and suitability of family presence in
hospital emergency settings remain widely debated. However, the international trend is
moving towards accepting family members’ (FMs’) presence in hospitals generally. In
particular, in certain regions, professional organisations have formulated guidelines to
promote nurses’ understanding of, and adaption to, the accommodation of FMs (Oman &
Duran, 2010). Family presence when clients undergo invasive medical procedures or their
health conditions become more critical is of increasing significance in a variety of cultural
contexts. More families request to be present during procedures on their hospitalised FMs.
This has been attributed, in part, to more exposure to public media campaigns, popular
television soap operas and the support of professional organisations such as the Emergency
Nurses Association (ENA) and the American Heart Association (AHA) (Paplanus, Salmond,
Jadotte & Viera, 2012). Consequently, researchers investigating this topic advocate for an
evidence-based understanding of the dynamic and contexts to better inform practice
recommendations and formulate culturally specific hospital policies and protocols in this area
of practice.
Commonly, FMs’ needs and expectations regarding the care of their ill FMs can
contradict or overlap with those of healthcare providers (Back & Rooke 1994; Meyers et al.
2000; Halm, 2005; Walker, 2008). Further, hospitals are increasingly using more
sophisticated biotechnology and, together with concurrent demands for higher levels of
increased accountability and litigation, safety and short-staffed Emergency Departments
(EDs), there is a need for balance. These factors render a complex basis considering the
management, community, family, cultural norms and professional environment in which such
decision-making must take place. Such a situation, together with the absence of universal,
2culturally specific protocols for family presence, indicates the need for a more evidence-
based understanding of such complexities and, in particular, local cultural contexts (Leung &
Chow, 2012). In this descriptive exploratory study, the aim is to assess the current practices
of family presence in Saudi hospitals and to investigate the attitudes and beliefs of Saudi FMs
and ED nurses regarding family presence during the carrying out of invasive medical
procedures in EDs in Saudi Arabia (SA).
1.2 Organisation of the Thesis
This thesis is composed of eight chapters. Chapter 1 introduces the research topic by
providing an overview of the background to the development of family presence awareness
and concepts, literature reviews and identified gaps in the knowledge, and the purpose and
significance of the study. The chapter then defines key terms and outlines the methods,
design, instrumentation and terms with critical discussion and justification for the theoretical
background of the research.
Chapter 2 outlines the study setting and socio-political (religious and cultural)
content. It describes the location of the study (SA) in terms of a geographical, demographical
and socio-economic basis. It also discusses the common cultural and religious beliefs and
sheds light on the organisation of the healthcare industry.
Chapter 3 provides a critical review of the literature related to family presence during
invasive medical procedures in hospitals. Relevant international studies are reviewed and
critiqued, significant findings are reported and differences are highlighted.
In Chapter 4, the gaps in the literature and methodologies are identified to justify the
research questions and approaches. The study design, purpose, key questions, tools,
participants, ethical principals of conduct and the analysis process are also detailed and
justified.
3Chapters 5 and 6 contain the results of the two-phase study. Chapter 5 presents the
findings of the first phase, which surveys FMs’ experiences in EDs. Chapter 6 presents the
findings of the second phase, which examines ED nurses’ experiences.
The discussion of findings in relation to the research questions and purpose are
systematically presented in Chapter 7. A critical discussion is presented in which attention is
given to significant findings in light of the research objectives and questions, which are
further compared and contrasted with regional and international studies. The study’s
limitations and theoretical implications, as well as a suggested theoretical adaptation, are
elaborated upon at the end of the chapter.
Finally, Chapter 8 summarises the paper, provides valuable recommendations for
nursing education, health and hospital policy and ongoing services provision in SA, and it
outlines future research directions.
1.3 Background to the Development of the Concept of Family Presence
Traditionally, in a variety of cultural settings, FMs who accompany a member of the
family to hospital have been found to be routinely escorted out of the area whenever invasive
medical procedures are carried out or intended (Zakaria & Siddique, 2008). Studies of
healthcare professionals found several reasons for not allowing FMs to witness the invasive
medical procedures, especially when critical procedures such as resuscitation were carried
out. These reasons include space limitations, interference with procedures (Badir & Sepit,
2007), psychological trauma and sanitisation concerns (Köberich, Kaltwasser, Rothaug &
Albarran, 2010), with the rationale being to keep the rooms clear of outsiders, including
patients’ FMs. In 1982, Foote hospital in the United States (US) recognised the rights of FMs
to witness invasive medical procedures (Ersoy,Yanturali, Suner, Karakus, Aksay & Atilla,
2009). Later studies in the US led to the development of the first hospital policy that
4regulated FMs’ presence during resuscitation efforts and invasive medical procedures
(Hanson & Strawser, 1992).
Subsequent studies conducted in the US, other Western countries and by international
practice regulatory bodies have found that, although the concept of family presence has
gained considerable support, the practice still faces challenges, especially in the Middle East
and Pacific regions (Zakaria & Siddique, 2008; Güneş & Zaybak, 2009; Leung & Chow,
2012).
1.4 Background to the Study
Family presence is a developing area of healthcare practice that is referred to as ‘the
attendance of patients’ FMs during resuscitation and/or invasive medical procedures’ (Duran,
Oman, Abel, Koziel & Szymanski, 2007, p. 271). In professional nursing practice, family
presence falls under the domain of ‘family centred care’ (Henneman & Cardin, 2002), which
extends the care beyond the clients to include their FMs. Family centred care aims to satisfy
all families’ needs, including the need to be present with their FMs, to know what is
happening to them and to know what decisions have been made that may affect them
(Henneman & Cardin, 2002).
This area of family presence practice has gained significant attention over the past
two decades. Healthcare providers and families have begun to realise the benefits of allowing
FMs to be at the bedside during critical conditions. FMs have been found to have specific
familial and social needs when their FM is hospitalised. These needs have been documented
to impinge on their FMs’ chances of recovery (Paplanus et al., 2012). Examples of specific
needs include effective communication with healthcare professionals, a spiritual imperative
to be present physically at the bedside, the need for up-to-date knowledge about the condition
of their FMs and perceived cultural importance of providing appropriate emotional and
5spiritual support to their FMs (Duran et al., 2007; Agard, 2008; Baumhover & Hughes, 2009;
Leung & Chow, 2012).
1.5 Study Setting: Saudi Arabia
The research participants were recruited from four public Saudi hospitals. Both Saudi
FMs and ED nursing professionals who work in SA were included in the study. SA is a
Middle Eastern Muslim country located at the western end of the Asian continent. The
majority of its hospitals are operated, funded and regulated by the Saudi Ministry of Health
(MOH). The MOH is primarily responsible for organising, funding and operating healthcare
facilities, including hospitals and primary healthcare centres across the country. The MOH
actively recruits healthcare professionals from different countries to run the rapidly growing
healthcare industry in SA. The healthcare organisation in SA is further discussed in Chapter
2.
1.6 Statement of Problem (Rational)
To date, no published studies have investigated the attitudes and beliefs of FMs and
ED nurses towards the presence of FMs within ED hospital settings in SA. The majority of
published papers that examine family presence are from a Western cultural perspective or
were carried out in Western healthcare settings, which necessitate the current study. In
addition, the FMs’ cohorts have been less investigated in relevant literature compared to
healthcare professionals. To date, the viewpoint of FMs and healthcare providers regarding
family presence remains unclear, especially in Middle Eastern contexts. The barriers faced by
FMs when trying to witness invasive medical procedures performed on their FMs remain
unknown. It is also unclear whether policies that regulate the issue of family presence during
invasive medical procedures exist in Saudi hospitals.
61.7 Significance and Purpose of the Study
The current study is the first Saudi research to investigate the experiences, attitudes
and beliefs of both Saudi FMs and nurses towards family presence in ED settings. The aim is
to obtain empirical background information in order to develop family presence policies and
guidelines that promote family centred care while enabling professional and efficient health
services to be rendered within the cultural context of the Saudi healthcare setting.
A better understanding of the needs of Saudi families and healthcare professionals
working in EDs will allow evidence-based and standardised decision-making in order for
clinicians, hospital managers and policy-makers to form a ‘family presence protocol’ for EDs
in SA. Such findings will channel attention towards specific FMs needs, thereby maximising
the benefits of their presence or protecting them from unsafe and difficult situations by
forming an evidence-based viewpoint when necessary. The findings of this study will assist
in the development of best-practice guidelines and optimal client outcomes. This approach
will constitute one of the few studies undertaken in a Muslim community setting that
examines the complexity of cultural and religious beliefs and social expectations of FMs and
nurses regarding an increasingly controversial topic—one that is growing in international
professional and public interest. Moreover, the study will contribute to the national and
international literature regarding family presence in emergency settings.
1.8 Scope of the Study
The current study involves adult Saudi FMs who accompanied an adult FM (the
patient) during the performance of invasive medical procedures in the ED in a hospital
setting. The study does not distinguish between cardiopulmonary resuscitation (CPR) and
other invasive medical procedures. Although resuscitation efforts appear to pose more
aggressive medical interventions, the area of interest of this study is participants’ behaviour
when they are present during procedures rather than the severity of the procedures. The study
7also focuses on ED nursing staff, as they are the most involved and immediate professional
group in relation to the practice of family presence in SA EDs.
1.9 Overview of Research Method
This two-phase study seeks to explore Saudi FMs’ and ED nurses’ experiences,
values, beliefs and attitudes related to the concept of family presence in the ED hospital
setting in a Saudi cultural context. The investigation took place in two distinct phases and
employed a descriptive exploratory quantitative methodology. A simple random sampling
approach was adapted to gather data from FMs and ED nurses in four emergency settings in
the north-western region of SA. The FMs and ED nurses who responded completed a survey
questionnaire that collected data retrospectively. A total of 294 participants were recruited in
phase 1 and 97 ED nurses were recruited in phase 2. A comprehensive methodological
approach is presented in Chapter 3.
1.10 Design Appropriateness
Family presence is a relatively new concept not only in SA, but also the Middle East
as a whole. To gather the necessary baseline data that could be generalisable to both
populations (FMs and ED nurses) as a whole, a quantitative survey design was conducted that
enabled the collection of large population cohorts in respect to the concept under
investigation, as baseline data have never been used before. The resulting data created a base
for further studies. Further, a quantitative design enabled the exploration of a large number of
interrelationships in a relatively short period. Moreover, the anonymous self-reports and
questionnaires adapted in this study eliminated the researcher’s influence on participants,
which further improved the rigor of the design (Rea & Parker, 2012).
1.11 Theoretical Framework
A variety of theories and models have been adapted in human research design
employed in the disciplines of nursing psychology, sociology and public health. A theory is a
8driving tool that can serve to explain and predict different interacting variables. Rimer and
Glanz (2005) provided a defining statement of what a theory is:
A theory presents a systematic way of understanding events or situations. It is a set of
concepts, definitions, and propositions that explain or predict these events or
situations by illustrating the relationships between variables. Theories must be
applicable to a broad variety of situations. They are, by nature, abstract, and don’t
have a specified content or topic area. Like empty coffee cups, theories have shapes
and boundaries, but nothing inside. They become useful when filled with practical
topics, goals, and problems (p. 4).
Accordingly, and for the purpose of this research, a number of theories were
reviewed, including social, ethical, cultural and change theories for possible adaptation into
this study. The Theory of Reason Action (TRA) by Ajzen and Fishbein (1980) was found to
be apposite as a philosophical framework to enhance understanding of FMs’ and nurses’
attitudes, beliefs and behaviours regarding family presence in the ED setting in SA.
The concept of family presence, being relatively new to nursing practice in general,
has not matured enough to have been investigated comprehensively from a framework of
various theories. Rather, the focus of the majority of research conducted has focused on
either the acceptance of the concept or resistance to the concept by healthcare professionals.
Hence, no overarching theoretical model has been developed to guide research on family
presence during invasive medical procedures (Twibell et al., 2008). Nonetheless, a limited
number of researchers have recommended potential theoretical models as a backbone to
guide research on family presence during invasive medical procedures. For instance, Doolin,
Quinn, Bryant, Lyons and Kleinpell (2011) recommended the adaptation of Kolcaba’s theory
of comfort and Lewin’s process of change model. Kolcaba’s theory of comfort is based on
family centred care theory: ‘… when patients and their families are more comfortable they
9engage more fully in health seeking behaviours that include internal behaviours, external
behaviours, or a peaceful death’ (Kolcaba, Tilton & Drouin, 2006, p. 539). Similarly, the
theory can be applicable to nurses’ support of family involvement. When nurses feel more
comfortable, they become more effective in carrying out their duties, which results in better
family and patient care (Kolcaba et al., 2006).
However, the suggestion of Kurt Lewin’s (2004) model of change by Doolin et al.
(2011) was due to the change process it offered for their proposed study. Lewin (2004)
developed his well-utilised three-stage change theory to facilitate the successful
implementation of changes in a variety of contexts. The first step is a melting stage, which
enables a breakdown to allow the flexible introduction of the new change agent. The second
step is the moving stage, where the actual implementation of the change takes place. The
final step is to stabilise the change to the new format and ensure that it is maintained in place.
However, Doolin et al.’s (2011) recommendation of comfort and change theories to
examine family presence was driven by their aim to change nurses’ attitudes and behaviours
towards family presence by introducing a family presence policy in the workplace. In
contrast, the current investigation aims to identify and explore the attitudes and beliefs of
FMs and ED nurses. Consequently, as both the nature and setting of Doolin et al.’s (2011)
study was different from the current study, their recommended theoretical models did not
provide the required explanatory framework for the socio-cultural context of the current
study.
Further, the concept of family presence can be investigated under the general theme
of caring and family support. Family centred care has been promoted as the means to
achieving holistic care for families and patients in need of medical care (Coyne, O’Neill,
Murphy, Costello & O’Shea, 2011). Therefore, family presence can help to achieve holistic
care by allowing family to participate in the process. It is argued that such an approach will
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give FMs confidence, reassurance and comfort, as well as helping them to accept bad news
and facilitating grieving (Agard, 2008). Likewise, family presence will assist nursing staff to
accomplish the goals of holistic care (McLaughlin, 2007). In contrast, facilitating family
presence in critical situations is not an easy task for nursing staff to carry out; it requires
confidence, knowledge and experience. According to Bandura’s social cognitive theory
(2001), individuals act within their abilities when performing a given task. People will carry
out tasks when they have self-confidence in completing the task. This implies that confident
and experienced nurses are more likely to support FMs because they feel confident in doing
so (Bandura, 2001).
One of the central theories to nursing practice is that of Jean Watson, who emphasises
personal characteristics as central elements of providing the best care (Watson, 1999). First,
the theory explains that healthcare providers deliver the best care if they have a caring
attitude. Second, spiritual consciousness helps staff members to build relationships with
others. Finally, healthcare providers can strengthen connections with care recipients by
sharing personal aspects of their lives, such as something that patients can relate to (Watson,
1999). Emotional holistic caring attitudes promote patients’ wellbeing; thus, nurses should
take a holistic approach that includes the family in the process by allowing them to
participate and provide comfort and support to their sick FMs (Oman & Duran, 2010).
Watson’s theory postulates that FMs’ active participation and presence fulfils their needs and
the needs of those they care for by allowing them to exchange emotional, physical and
spiritual support. Moreover, Watson believes that a healing environment that includes
comfort, dignity and peace is needed for families and their loved ones (Watson, 1999), and
that this is presumably provided when they are present.
Another aspect of Watson’s (1999) theory suggests that environmental factors such as
safety, protection, support and spirituality are essential components in caring for individuals
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and families. Such environmental factors come to the forefront during resuscitation or
invasive medical procedures, when nurses keep families up to date with patients’ conditions,
when they are communicative and reassuring and, most importantly, when they are part of
the scene (Agard, 2008). As a result, synergistic relationships can develop between nurses
and families. As postulated by Watson (1999), this serves as the basis of holistic care—the
gateway to patients’ wellbeing.
Although holistic care theories provide a general framework to discuss issues related
to family presence in emergency setting, they offer limited scope for interpretation. These
theories are Westernised and are often based on moral values and commonly Christian views,
dealing with one or limited aspects of the family presence concept. Thus, they do not
incorporate other religious or cultural principals (e.g. Islamic teachings), which does not
allow a rich philosophical approach to the context and situational variables under
investigation.
Applied psychological theories, such as the Health Belief Model (HBM), provide
another base to investigate the topic, as it focuses on the attitudes and beliefs of participants
in order to predict and explain certain health behaviours (Rosenstock, Strecher & Becker,
1994). The HBM was originally developed in 1950 by American psychologists to understand
the attitudes of participants in the public healthcare sector. The researchers aimed to explain
why people did not participate in prevention and screening campaigns. The HBM has since
been expanded and adapted to investigate and explain a range of public health behaviours
towards health and illness (Champion & Skinner, 2008).
The main aspects that the HBM deals with are: (a) perceived threats, which evaluates
individuals’ understanding of health conditions and associated risks; (b) perceived benefits,
which measures how individuals trust the heathcare service; (c) perceived barriers, which
evaluates the negative effects of individuals’ health-related decisions; (d) cues to action,
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which deals with factors that speed up actions; and (e) other variables, which include social-
cultural factors that may indirectly affect individuals’ behaviour towards health issues
(Rosenstock, Strecher & Becker, 1994). The HBM has been adapted in a variety of
international healthcare studies to evaluate human behaviour. For example, the model was
utilised in the US to predict and explain individuals’ readiness to exercise, participate in
healthcare programmes (e.g. disease screening) and quit smoking, as well as their use of
safety protocols (Champion & Skinner, 2008).
However, a number of limitations to the HBM hindered its incorporation into this
study. First, most of the HBM-based investigations utilised selected components of the model
to examine health-seeking behaviours, thus not evaluating the model as a whole. Second, the
HBM is cognitive-based and does not consider other components of behaviour such as
emotional factors, environmental and structural factors, social and cultural influences and
religious practices (Champion & Skinner, 2008). These variables are critical in evaluating the
attitudes, beliefs and behaviours of FMs and nurses towards family presence in SA, where
culture, religion and social factors are very influential.
1.12 Theory of Reasoned Action
Attitudes and beliefs are a reflection of collective experiences that accumulate within
individuals and society and that have a strong influence on people. Therefore, people develop
attitude positions that can be either, positive, neutral or negative towards a specific situation,
choice, object or potentially another person. An individual’s attitude is the result of the
weighting given to a certain behaviour. Thus, a behaviour can be viewed as negative or
positive—that is, as facilitating or prohibiting action—while also weighing up the social
pressure commitment within the decision and action (Ajzen, 2005).
The TRA by Ajzen and Fishbein (1980) offers a process model to predict an
individual’s behavioural reactions. The TRA takes into account the influence of the
13
surroundings, where the individual lives and the individual’s attitudes formed within the
limitation of the environmental influence (Ajzen & Fishbein, 1980). Hence, in relation to
FMs’ presence in EDs during invasive medical procedures, their attitudes and behaviours, as
well as their beliefs and behaviours towards family presence, are highly shaped by the socio-
cultural setting in which they live. This is similar for ED nurses who deal with FMs’ presence
during critical procedures, as well as in the Saudi context, where the work environment plays
a key role in shaping and influencing nurses’ attitudes, behaviours and ultimately their
decisions regarding whether to accept or oppose family presence.
Studies that have investigated FMs’ and nurses’ attitudes, beliefs and experiences
regarding family presence found varying results in different societies (Fallbrook et al., 2005;
Duran et al., 2007; Zakaria & Siddique, 2008; Güne & Zaybak, 2009; Kianmehr, Mofidi,
Rahmani & Shahin, 2010; Leung & Chow, 2012 ). In these studies, socio-cultural and
environmental factors were found to be critical in the acceptance or refusal of the practice of
family presence. Moreover, proposed family presence programmes for healthcare providers
aimed to change their attitudes towards family presence, consequently affecting their beliefs
and enhancing their behaviour towards the practice (Meyers et al., 2000; Duran et al., 2007).
Historically, the TRA has been applied to a variety of settings to examine
participants’ intentions to act in a certain way—that is, to predict their attitudes and
behaviours in social research. For example, the TRA has been used to predict and explain a
number of health behaviours, including smoking, exercising, breastfeeding, intention to leave
(work) and social participation (Ajzen, 2005).
A key component in the TRA is the individual’s intention to perform a given
behaviour, which is the only direct predictor of that behaviour. The theory assumes two
independent determinants of intention: attitude towards the behaviour and the subjective
norm. Attitude towards the behaviour refers to the degree to which the individual has a
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favourable or unfavourable evaluation of the behaviour in question. The subjective norm
refers to the social factor, which is the expected social pressure to take or not to take the
action (Ajzen & Fishbein, 1980). Consequences of the behaviour affect the belief and
therefore the intention to do a given action, and the subjective norm is the result of the
subjective perception of what others in the community consider appropriate.
The TRA suggests links between attitudes and behaviours (Figure 1.1). Actions are
controlled by behavioural intentions—that is, by understanding intentions based on cognitive
components such as personal beliefs about the behaviour and perceptions of subjective
norms. Other variables that can influence the beliefs and behaviours of individuals include
personal characteristics, task intended, system design (policies and structure) and previous
experiences (Ajzen & Fishbein, 1980).
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Figure 1.1: Schematic representation of the TRA showing the factors contributing to
individuals’ behaviours (Ajzen & Fishbein, 1980)
Ajzen and Fishbein’s (1980) suggested a process model for predicting behavioural
choices. It implied that a number of factors contribute to the formation of the position.
According to the TRA, when behaviour is viewed as positive (attitude) and is supported by
ACTUAL
BEHAVIOUR
INTENTIONS OF
BEHAVIOUR
PERSONAL ATTITUDE
IS IT A GOOD THING?
INTENTION
SHOULD I ACT THIS WAY?
SOCIAL ATTITUDE
WILL OTHERS BE HAPPY?
THE SUBJECTIVE NORM
BELIEF
ABOUT THE
OUTCOME
WILL
OUTCOMES BE
REWARDING?
WHAT OTHERS
THINK?
COMMON
BELIEF
MOTIVATION
TO COMPLY
BEHAVIOURAL BELIEF NORMATIVE BELIEF
WEIGHING of BELIEF SYSTEM
INDIVIDUAL
CIRCUMSTANCES
SITUATIONAL
CIRCUMSTANCES
SYSTEM
DESIGN
PREVIOUS
EXPERIENCES
OTHER
VARIABLES
16
the community around individuals (subjective norm), the intention to act is very high (driving
force) (Ajzen & Fishbein, 1980).
However, and in certain circumstances due to restraining factors, the actual behaviour
differs from the behavioural intentions. This is particularly evident when the control over the
behaviour is lessened. Consequently, the TRA was later extended to include a new item to
deal with non-chosen behaviours (endorsed by surroundings) in order to predict behavioural
intention and actual behaviour (known as the theory of planned behaviour) (Ajzen, 1985).
However, this component is not fully integrated in this study, as FMs and nurses could freely
express their intended behaviours and inner choices (attitudes and beliefs). Given the nature
of the current study design, participants could indicate and express their behavioural
intentions, such as whether they encourage or discourage the concept of family presence
(intended behaviour).
The TRA suggests that individuals may act differently from what they personally
believe (intended action) due to social influence or peer pressure (Ajzen, 1985). Even in the
presence of clear guidelines or work policy that supports them, social and environmental
pressures may outweigh their personal attitudes and beliefs on the subject, therefore acting in
favour of the greater influence (peer pressure). Hence, nurses may become reluctant to invite
FMs to the bedside when demanded due to team consideration, which is the ‘subjective
norm’ of their workplace, outweighing individual beliefs (Fulbrook, Albarran & Latour,
2005).
After a review of the other models and frameworks, the TRA was deemed the most
appropriate for the investigation at hand because it offers a platform to better explore a wide
range of cultural, familial, managerial and organisational variables in the context of EDs in
SA. The model assisted in integrating and explaining findings by linking independent socio-
cultural variables and guiding the investigation. As such, the TRA was utilised as the
17
theoretical basis in order to better understand the correlation between the researched factors.
To a certain extent, it seemed appropriate for explaining participants’ behaviours towards
family presence during invasive medical procedures.
The use of the TRA in the current study is based on the original theory (Ajzen &
Fishbein, 1980) rather than its reformulation—the theory of planned behaviour (Ajzen,
1985)—as the study aims to identify participants’ attitudes and beliefs about family presence.
The model was adapted to facilitate the prediction and explanation of participants’ attitudes
towards family presence, to describe the intentions and behaviours of groups, and to
determine subjective norms for both FMs and ED nurses. Chapter 7 discusses the limitations
of the TRA as a theoretical framework for this particular investigation, and it presents a
critique of the model.
1.13 Definition of Terms
It is crucial to focus the research by precisely defining terms that are specific to the
uniqueness of the EDs in SA. Therefore, for the purpose of this research, the following terms
are employed and defined, including the population of the study, the setting and the type of
invasive medical procedures in the EDs.
Family members (FMs): an immediate FM of the patient, including spouses, parents,
sons, daughters, brothers, sisters, grandsons/daughters and grandfathers/mothers.
Emergency department (ED) nurses: the nursing staff working in the EDs; they are
registered with the local authority and qualified as nurses, and they perform independently.
Emergency department (ED) setting: is the part of hospital that:
is staffed and equipped to provide rapid and varied emergency care, especially for
those who are stricken with sudden and acute illness or who are the victims of severe
trauma. The emergency department may use a triage system of screening and
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classifying clients to determine priority needs for the most efficient use of available
personnel and equipment. Also called emergency room (Mosby, 2013, p. 604).
Family presence: is ‘the attendance of the family member(s) in a location that
afforded visual or physical contact with the patient during invasive medical procedures or
CPR’ (Meyers et al., 2004, p. 63).
Invasive procedures: for the purpose of this study, invasive medical procedures are
defined as any urgent medical procedure carried out in the ED that involves the breakdown of
the skin or insertion of medical instruments into the patient’s cavities for either diagnosis or
treatment. Procedure is defined as dealing with an urgent issue with the patient and rectifying
the situation. It includes wound suturing, fracture stabilisation, tube insertions and chest or
abdominal punctures. It excludes intravenous fluid and drug administration, blood extractions
and taking routine vital signs, which are not deemed invasive medical procedures.
Cardiopulmonary resuscitation (CPR): is the standard emergency procedure for
life support. It includes actions taken by the medical team to establish effective blood
circulation and ventilation, and to restore heart function. It may include, but is not exclusive
to, performing a chest massage, delivering an electrical shock, inserting a breathing tube into
the airway, administering medications or fluids, and puncturing the skin.
1.14 Summary
This research aims to evaluate the experiences, attitudes and beliefs of Saudi FMs and
ED nurses towards family presence. A two-phase quantitative retrospective investigation that
assessed the experiences, attitudes and beliefs of Saudi FMs was undertaken, as well as the
current local policies and practices related to family presence in Saudi hospitals.
This chapter provided an overview of the research problem, aim, design and the
population involved. The rationale was presented for engaging the TRA as the proposed
philosophical background to guide the research. The next chapter presents the contextual
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background of the study by outlining a review of the country’s social-cultural, religious,
economical, educational and healthcare systems.
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Chapter 2: Contextual Background
2.1 Introduction
This chapter highlights the distinctive Saudi Arabian context by describing the Saudi
family and society, including the way of life, culture, religion, customs, norms, common
behavioural attitudes and beliefs. The chapter begins by laying down the country’s
geographical location, socio-demographic data, and regional, political and religious roles.
The religion of Islam is particularly discussed, as it infuses all aspects of life in SA. Emphasis
is placed on the way that Saudis perceive health and illness, cultural behaviours and Islamic
teachings, as they all play a major role in shaping individuals’ attitudes and beliefs towards
health and medical services. The chapter then presents statistical figures and facts about the
country’s economy, education, health infrastructure, healthcare system, healthcare providers
and nursing profession, as well as the challenges facing the developing nation.
Evidence suggests that the developing concept of family presence is viewed
differently among different populations (Fallbrook et al., 2005; Duran et al., 2007; Güne &
Zaybak, 2009; Leung & Chow, 2012). However, very little was found in the literature about
the socio-cultural dynamics of SA. Therefore, the information presented in this chapter
provides a critical background in investigating the family presence concept in SA, as such
knowledge provides a contextual understanding of the study and both populations under
investigation. A deeper understanding of the context paves the way for a linkage of
demographic variation, experiences, attitudes and beliefs, which leads to more precise
contextual conclusions (Helbing, 2010).
2.2 Overview of Saudi Arabia
Located in the south-west part of Asia, the Kingdom of SA is the largest country in
the Arabian Peninsula, covering an area of 2,150,000 km2. Strategically located at the
western edge of Asia, SA is a vital bridging hub to both Africa and Europe (Federal Research
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Division, 2004) (see Figure 2.1 for SA’s location and borders). SA has been a member of the
United Nations since 24 October 1945, and it is a founding member of the League of Arab
States and the Gulf Cooperation Council. The official language of SA is Arabic. The country
has a population of roughly 29.6 million individuals, of which 77% comprises Saudi
nationals and 23% comprises temporary visitors for work or religious purposes. The
population of SA is relatively young, with almost 50% below the age of 24 (Central
Department of Statistics & Information, 2007).
Figure 2.1: Map of the Middle East showing SA’s major cities and its borders.
Source: Wikimedia Commons by Einstein (2006)
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In the past 50 years, SA has been transformed from a nation with a relatively small,
rural population of less than four million people to one of the most urbanised societies in the
Middle East. Major cities have developed rapidly, and the capital central city Riyadh is now
populated with more than six million people (Khaliq, 2012).
Table 2.1 summarises demographic and economic factors in SA and bordering Middle
Eastern countries. The data provide a contextual comparison of SA with significant other
neighbouring countries, and they cover a range of years from 2005 to 2010 (Khaliq, 2012).
Table 2.1
Demographic and Economic Factors in SA and Bordering Middle Eastern Countries
Variable/Country SA Kuwait Egypt Jordan Libya Oman
Area in square kilometres 2.15 m 17,818 1.0 m 91,880 1.76 m 309,500
Total population in millions 25.4 2.4 82.0 5.3 5.3 2.5
Population growth rate 2.2% 3.3% 2.0% 2.5% 1.8% 2.2%
Population under 15 years of age 35% 23.7% 37.4% 37.1% 32.0% 38.9%
Adult literacy rate 88% 90.9% 69.4% 90.9% 86% 78%
GDP per capita (current $) $18,603 $15,984 $1,036 $2,103 $5,128 $12,23
Expenditure on health as a per
cent of GDP
3.3% 3.8% 3.7% 10.4% 3.3% 2.8%
Health expenditure per capita $621 $552 $192 $188 $222 $340
Per cent of population with access
to safe drinking water
97% 100% 91.3% 95.1% 98.45 75%
Life expectancy at birth (in years) 73.4 78.7 70.1 71.4 69.0 74.3
Infant mortality per 1,000 live
births
17.4 9.4 20.5 22 24 10.3
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Maternal mortality per 100,000
births
14 9.1 63 40 51 15.4
Total fertility rate per woman 3.0 2.2 2.97 3.7 2.96 3.1
Per cent of one-year-old children
vaccinated for measles
83% – 96% 95% 96% 98%
No. of hospital beds per 1,000
population
2.2 2.0 2.0 1.8 3.7 1.8
No. of physicians per 1,000
population
2.1 1.9 0.6 2.3 1.2 1.6
No. of nurses and midwives per
1,000 population
4.1 4 1.3 3.0 4.8 3.7
GDP: Gross Domestic Product
SA is the origin of Islam, and it has the two holiest mosques of Islam, which are
located in Medina and Mecca. Thus, they play a central role in Islamic and Middle Eastern
politics. There is a cultural homogeneity in the Kingdom, as evidenced by the strict
observance of Islamic Sunni traditions and the use of the Arabic language. The Holy Quran
(God’s word as revealed by the Prophet Mohammad) with the prophet’s teachings is the
country’s constitution, and the Sharia’a (application of Islamic law) is the formal legislation.
Saudis are religious people who follow the Sunnah (the footprint of the Prophet Mohammad,
peace be upon him). Thus, the Saudi culture, moral values, behaviours, attitudes and way of
life is highly influenced by the religion of Islam (Aldossary, While & Barriball, 2008).
2.3 The Religion of Islam
Muslims believe that Islam, which was founded in the seventh century AD by the
Prophet Mohammad, was not a new religion; rather, they believe that Islam began with
Adam, who was the first human created and who is also considered by Muslims to be one of
the prophets of God (peace be upon them all). Islam comes from the Arabic word ‘salaam’,
which means ‘submission’ to Allah (the Arabic translation of the one True God). Being a
Muslim means being someone who ‘submits to the will and law of Allah’ (Ali, 2011).
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Followers of Islam consider the religion to be a continuation of the monotheism line
of the prophets and messengers of God, and who have been sent by God to different people
since the creation of mankind. They include Ibrahim, Noah, Edris (Enoch), Musa (Moses)
and Isa (Jesus), peace be upon them all. Unlike previous prophets and messengers, who were
sent to a particular group of people or to a particular place, Muslims believe that the Prophet
Mohammad was sent to call all of humanity on earth to the submission to God alone and His
law, to abandon false gods and not to associate partners or equal powers to Almighty God,
nor to give any of God’s attributes and names to His creation (Iqbal, 2013). This marks the
ultimate purpose of all preceding prophets and messengers of God—a concept very well
known by Muslims as the ‘Oneness of God’, which forms the cornerstone of Islam. Islam is
held to be the completed synthesis of all past revelations, which includes Christianity and
Judaism. Muslims must believe in all of God’s prophets, messengers, books, angels, the Day
of Judgment, Hell and Paradise, and the preordained Destiny—another fundamental Islamic
concept known as the ‘Six Articles of Faith’ (Iqbal, 2013).
In Islam, proper respect should be given to all preceding religious forms, including
Christianity and Judaism, calling them People of the Book. In the Islamic system, not only
are people held to a privileged status, but their rights are protected as religious minorities.
The People of the Book are also free to live their lives by following the laws of their own
scriptures. Moreover, the Quran allows Muslims to consume food and meat prepared
according to the Jew and Christian methods, but alcohol and/or foods that contain pork are
exceptions and are explicitly prohibited (Holy Quran, 5:5).
Muslims strongly believe the Quran to be the pure Divine revelation, the uncreated
words of God and a sacred scripture that is held to be the decisive source for judging all
human behaviour (Iqbal, 2013). Due to the absolute belief that the Quran is a divine
revelation, all of the norms and rules that have been laid down for Islamic law are supreme
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and cannot be changed even in the slightest. This means that the Quran is beyond all
manmade norms and laws; it is a higher source of social allegiance and behavioural norms.
Moreover, the Prophet Mohammed’s sayings and actions, which were authentically passed
through generations and correctly documented, are considered legislations and references of
great behaviours (Aslan, 2006).
For Muslims, Islam is not just an abstract ideology. Rather, it is a complete way of
life—a spiritual, social, economical and political system. Contrary to the Western view
towards religion, Muslims do not separate life and religion. Instead, all life aspects are central
and viewed within the umbrella of Islamic law. There are five basic pillars of Islam, as
detailed below:
1. ‘Testimony of Faith’, which means that the testifying person accepts and testifies that
God alone is worthy of worship, and that the Prophet Mohammed is His slave and
final messenger to humanity
2. Performing five regular, time-specific, prayers each day (SALLA)
3. Paying a share of Muslim wealth annually at a certain threshold (calculated at 2.5% of
excess wealth) for charity and specific deprived (known as Zakah in Arabic)
4. Fasting during the ninth lunar month of the Hijri calendar, from sunrise to sunset
(Saawom Ramadan)
5. Performing the holy pilgrimage to Mecca once in a lifetime (Hajj), only when a
Muslim is physically and financially capable.
Among these pillars of Islam, some can be encountered by healthcare professionals in
any given healthcare setting where care is delivered to Muslim patients—specifically, fasting
and praying. Islamic prayer (‘Salla’ in Arabic) means connection to God. For outsiders, the
prostrations and ritual movements may appear to have little meaning. For a Muslim, it is a
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connection with God, a spiritually uplifting experience, a pain reliever and a chance to seek
God’s mercy and forgiveness. To perform prayers correctly, specific preparations are
needed—for instance, cleanliness of body, place and clothes; modesty and cover of body;
special body washing (Wudou in Arabic); direction to Mecca and prayer time. Even when
sick, or for other non-medical reasons, Muslim must always perform prayers at the best they
can, and whenever it is possible (Delong-Bas, 2010). In the case of illness that restricts body
movement, prayer can be performed while seated or lying on a bed and waving with hands or
head, but it can never be intentionally skipped. During prayer time, which usually lasts 5–10
minutes, praying Muslims cannot talk to others, eat, drink or do things that could distract
them, and they expect others to respect their rituals and privacy during that time, and not to
cross in front of them. The prayer involves reciting marked Quranic verses, along with
several prostrations, glorifying god and recognising His power and control and asking for His
help and forgiveness in this life and the hereafter. Muslim are also encouraged to utilise this
valuable time to sincerely repent from sins and submit to God’s will, accept destiny and ask
for the curing of illness and the purifying of heart and soul (Delong-Bas, 2010).
The second most commonly encountered Islamic ritual is fasting. The Quran
specifically order Muslims to fast during the month of Ramadan (Holy Quran, 2:138). Fasting
is a holy ritual that was performed by earlier prophets and righteous individuals. It is a
sacrifice for the sake of God, a complete purification of the soul and a fight against
selfishness. Muslims refrain from food, drink and sexual relations during the day time (from
sunrise until sunset). Feeling hunger and thirst and remembering less advantaged and poor
people enables Muslims to reflect and hence be humble and repent. In addition to its health
benefits, fasting brings people closer to each other and to God. In most Islamic countries, the
month of Ramadan is a major social and community-shifting experience (Delong-Bas, 2010).
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In SA, the legal working hours during the Ramadan month is limited to six hours for
Muslims.
Even when sick, Muslims fast as much as they can tolerate to take the privilege, even
when medically advised otherwise. Consequently, fasting Muslim patients will refuse any
food, drink, medications or injections. In addition, invasive medical procedures that may
cause blood loss or vomiting may be refused or delayed by patients, as a certain amount of
blood loss or induced vomiting will ruin fasting. In addition, patients may fear that
substances will be injected into their bloodstream or body in the process (Hitman, 2012).
2.3.1 Misunderstandings by Non-Muslims.
Islam is a way of life that encompasses Muslims throughout the day and night. A lack
of awareness about Islam by non-Muslims misleads to communication when dealing with
Muslims (Nasr, 2009). In healthcare settings, it may lead to misunderstandings and
confusion—for instance, in relation to Muslims’ view of God’s will as the ultimate
unavoidable destiny. This is manifested by Muslims in everyday activities—for example,
when something is achieved, it is attributed to God, and when faults appear, it is attributed to
human actions. Moreover, future expectations are never made sure to achieve; rather,
Muslims tend to always put God’s will before theirs (Aslan, 2006). A statement frequently
used by Muslims in everyday communication to manifest this belief is ‘if God wills’ (Inn
Sha’ Allah). For example, a Muslim healthcare provider may say that if God wills this
medicine to lower your blood pressure, this operation is successful with God’s permission,
and this regime will enhance your immunity by the will of God.
In contrast, non-Muslims make bold assertions about the future, not only by taking
God’s will away, but also by expecting how long a patient may live. Thus, when such
speculation is heard by Muslim patients and FMs, uncomfortable feelings arise. For Muslims,
such claims about the future are considered disrespectful to God’s will and an open invitation
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to disaster, because knowing the future is God’s domain alone (Iqbal, 2013). Similarly,
Muslims are often resistant to the idea that their illness is the product of a carcinogen or risk
behaviour rather than the result of Divine Will. In addition, efforts made by healthcare teams
to save patients—for example, resuscitation or other life-saving interventions—may be
viewed by Muslims as a means, but will never surpass God’s will.
In SA, religion infuses all aspects of life. When a member of the community is sick,
Islam strongly encourages visiting and staying with them to motivate and support them
during this critical time. In fact, it is considered an act of worship. Moreover, it is an
obligatory act in case an immediate FM is involved (Isgandarova, 2005). Therefore, it is
unsurprising to see a large number of people accompanying one sick individual in Islamic
countries. Often, in SA, other community members that are not related to the patient come to
visit patients in the hospital (Haligan, 2006). It is worth noting that neglecting a compulsory
act in Islam is equivalent to a sinful act. For instance, not attending or contacting a sick FM
in the hospital without a compelling reason is a sinful behaviour and is shameful from the
local cultural perspective (Isgandarova, 2005).
Haligan (2006) summarised the unique Saudi family culture in hospitals by
interviewing six expatriate critical care nurses from a hospital in SA in order to describe their
experiences in caring for patients of Muslim denomination. The study revealed the themes of
family and kinship ties, cultural and religious influences, and nurse–patient relationships.
Family involvement was reported as crucial to the experience of caring and as a major factor
in the emotional, social and psychological well-being of the client. In addition, FMs were
viewed as the primary decision-makers for patient care. Major ethical decisions, as reported
by the nurses, were usually discussed between physicians and FMs without the clients’
involvement, which caused a lot of confusion for the nurses. In addition, hospital visiting
practices were found to be difficult for nurses to handle because of the large family size in
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SA. For example, one patient had up to 20 visitors visiting at the same time, which caused
uncertainty for the nurses, as they always have to justify their actions. The nurses reported
that the visitors will always greet, hug and kiss each other and bring coffee, food and supplies
to the client and the attendant. Another significant conclusion in Haligan’s (2006) study was
that religion is all encompassing. All participants recounted that the religion (Islam) is the
public way of life, and that any action done by nurses must not deviate from that. Similarly,
clients’ actions were highly influenced by their religion (Haligan, 2006).
2.4 Health Behaviour and Saudi Culture
Culture is a composition of ideas, signs, actions, morals and principles that are
common to a particular group of individuals (Kuper, 2009). Thus, culture is not only
restricted to faith, race, economic status, education and other environmental causes, but it can
also include numerous other elements. Although eliminating the effect of other elements is
not advisable, in SA, Islamic teachings clearly form the foundational basis of the culture. In
SA, religion and culture are strongly infused, which makes it difficult to distinguish and often
causes culture confusion (Kronfol, 2012). The country’s flag, legislations, law, social and
family relations, food, buildings, health and wellbeing are highly influenced by religion; in
addition, religion is an integral part of people’s daily activities. Moreover, dignity and family
privacy are essential in SA—for instance, women wear hijabs and gender segregation is very
strict in schools, hospitals, mosques and in families (Al-Shahri, 2002).
Muslims view illness as a tribulation by God; consequently, patience and acceptance
of God’s will is highly appreciated behaviour. In fact, it is viewed as a condition for receiving
God’s mercy and rewards. Friends and FMs remind sick individuals that what happened to
them is not a punishment from God; rather, it is a trial period that was preordained by God
and that can potentially be rewarded enormously (Sheikh, 1998). For example, the Prophet
Mohammad (peace be upon him) said (translated text), ‘No fatigue, no disease, nor sorrow,
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nor sadness, nor hurt, nor distress befalls a Muslim, even if it were the prick he receives from
a thorn, but Allah expiates some of his sins for that’ (Khan, 1994, p. 934).
In a recent chronic diseases report (Ministry of Health, 2012), some health behaviours
were found to be responsible for a significant amount of chronic diseases and conditions. For
example, nutritional habits and low levels of physical activity among Saudis lead to diabetes,
obesity and heart diseases. Smoking was also found to be a major contributor to heart attacks,
scleroses, and oral and lung cancers. Further, drugs and alcohol substances are illegal in SA
by law (any substance proven to cause harm to the body is prohibited) (Holy Quran, 2:195).
Smugglers of such forbidden items may be sentenced to death. People who deal with such
prohibited items are rejected by the community, isolated and avoided. Similarly, all sexual
relations outside of legal marriage are considered illegal and prohibited in Islam (Holy
Quran, 18:32). Individuals who are caught are punished and stigmatised, their reputation is
destroyed and their families lose honour and status in the community. Therefore, it is highly
advisable not to incorporate questions related to drug and alcohol consumption and sexual
relations when taking the medical history of Saudi patients, as these questions can be
extremely offensive (Al-Shahri, 2002).
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2.5 Traditional and Spiritual Healing
Traditional healing methods are still practiced in rural parts of SA, and they are
usually performed by unlicensed healers who claim to have the knowledge. They prescribe a
mixture of herbal substances to be used, as well as techniques that have been inherited over
time or recommended by the Prophet Mohammed (peace be upon him). These include
cauterising, herbal medicine, dietary treatments, chiropractic, wound care and cupping (Al-
Shahri, 2002). Conversely, spiritual healers base their practice on the healing power of the
Holy Quran. This is based on strong evidence from the Quran itself having a healing power
for the soul and the body (Holy Quran, 17:38). The Quran also stresses that certain
substances have special healing agents, such as bee honey, dates, olive oil and certain
vegetables and fruit. Therefore, spiritual healing practice is believed by Saudis to be
legitimate alternative medicine (Marwat et al., 2009). Patients are often prescribed healing
water, honey or olive oil. The liquid usually goes through a process before it can be utilised.
For instance, certain verses from the Holy Quran are read before it several times, and then it
is prescribed for the patient to eat, drink or apply to the affected area for a period of time
(Ahmad et al., 2009).
Patients in SA usually seek spiritual and traditional practice as complementary
treatment or when their conditions cannot be understood or explained by professional
healthcare practices. A common condition experienced by patients but not recognised
through current medical practices is possession by Jinn (evil spirits) and the negative effects
of the evil eye (Pormann, Smith & Hehmeyer, 2007). Moreover, the use of Zam-Zam water
(a holy water well in Mecca city) is widespread in SA, as it is believed that the water has a
healing effect (Shomar, 2012).
32
2.6 Cleanliness and Purification of Body
To perform prayers, Muslim patients should be ritually prepared and cleaned. There
should not be any amount of urine, stool or blood present on their clothes and body. Wudu is
the Arabic term used to describe this cleanliness status or preparation. Wudu is a minor body
wash that proceeds prayers; it uses clean water and involves the face, hands and arms, and
head and feet. Parts of the body that are affected by a disease or medical condition are
excepted and can be rubbed over gently (Delong-Bas, 2012). Wudu is essential for prayers;
however, when it becomes impossible to perform—for example, because of a medical
condition or a lack of water, an alternative method called Tayamum is permissible. Muslims
gently touch clean sand with both hands and sweep the face. Further, a major body wash, or a
complete bath, is mandatory for both genders after sexual intercourse. In addition, women are
required to perform a complete wash after the end of the menstrual period. Therefore, in a
hospital setting, patients will usually need an assistant to perform these rituals to be able to
perform the second pillar of Islam, which is prayer (Al-Shahri, 2002).
2.7 Patients’ Dignity
Privacy, uniqueness and respect are the key concepts for dignified treatment (Clark,
2010). In a culturally sensitive environment such as SA, these concepts are important for a
successful healthcare delivery. Patients and families in SA require and expect a caring
environment that segregates genders, protects family privacy, covers the face and body parts
of women and discusses major medical decisions with the head of the family (Mohammadi,
Evans & Jones, 2007). Women must be accompanied by a man (who must be a FM) in
certain places where men and women freely mix. Moreover, older FMs must be treated
carefully and respectfully. Younger community members in SA speak gently and softly with
elder members and treat them as their fathers, mothers or older brothers. The same is
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expected in hospitals and other healthcare facilities, where talking loudly to, laughing before
and ignoring the calls of older patients are offensive acts (Asgari, Khalaji & Khah, 2012).
Islam regards FMs as one complete unit with an obligation to attend the needs of sick
FMs. This is especially evident when one of the parents is hospitalised. Attendance to the
sick is regarded as a fundamental religious duty. Attending one’s parents when they are ill
and in need of assistance goes beyond any other priority in life. If this is not done, the
Muslim religious practice is incomplete and carries great sins (Asgari, Khalaji & Khah,
2012). Moreover, visiting a hospitalised person is appreciated by the community.
Consequently, in SA, visiting a sick person, even when not related, is encouraged behaviour.
It is normal to witness a patient in SA surrounded by a large group of people including FMs,
relatives, friends, colleagues, neighbours and acquaintances. Some may travel long distances
to visit a friend or a relative who has been admitted in a remote hospital. For close FMs,
visiting is an individual obligation. Close FMs will try actively to stay with the admitted FM
until they are discharged. They will visit every day and whenever possible (Haligan, 2006).
Further, the work regulations and associated law in SA support Islamic teachings and
employees’ rights to attend their FMs when hospitalised or in need of special care. A worker
who has attended a hospitalised FM is fully paid until his or her attendee has been discharged
(Ministry of Civil Service, 2011). Similar work regulations also give working women the
right to two months’ maternity leave with full salary. Extended maternity leave of up to two
years is also optional with half salary so that working mothers can look after their babies
(Ministry of Civil Service, 2011). All of these factors contribute to shaping the distinctive
Saudi culture and to influencing Saudi family ethics regarding healthcare decisions, values
and beliefs.
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2.8 Critical Illness and the End of Life
Muslims believe that God alone knows an individual’s destiny. This belief system has
helped Saudis to cope with terminal illness and death. Nonetheless, communicating critical
information that contains bad news requires an adequate level of communication skills and
familiarity with the Saudi culture (Sheikh, 1998). In SA, the family of the patient plays a
critical role in communication between the medical team and the patient. This is especially
evident with significant health issues—for example, diagnosis of chronic illness, cancer
progress or diagnosis, death or other bad news. In SA, patients’ individual autonomy is ruled
against by the authority of families. The senior members of the family should know first
about bad news and then decide on how, when and how much to communicate to the patient
(Al-Abdi et al., 2011).
There are certain rituals and Islamic practices involved when witnessing a dying
person, which are important for FMs and close relatives to deliver to their loved ones during
and shortly after death. The witnessing FM will try to actively ensure that their dying FM
repeats the testimony of faith when dying. In an authentic narration, Prophet Mohammed
(peace be upon him) said, as translated, whomever dies, and the last words said was the
testimony of faith, enters paradise (Khan, 1994). Moreover, Islam strongly encourages facing
the dying person towards the Qiblah (Mecca, the prayer direction), elevating the head,
reciting the Quran and asking God to shower the dying person with mercy and forgiveness.
These rituals are considered important to the family and part of the grieving process (Al-
Shahri, 2002).
For Muslims, death means a return to God, an unavoidable experience, the end of this
life, the beginning of the afterlife phase, awaiting the resurrection and the Day of Judgment
(Sheikh, 1998). When death is pronounced among the treating medical team, it is wise to
approach the senior male FM first to report the news. In SA, the death of a FM is a major
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occurrence that requires relatives and friends to stay very close to the grieving family and
attend their needs and provide support and condolences. Soon after death, FMs may need to
stay near the body, a large number of relatives visit as soon as they hear the news, the
preparation of the body begins, certain rituals are performed and a request to release the body
is made. The body of the deceased person should be highly respected, always covered with
white sheets and released to the family as soon as possible. After the body has been released
from the hospital, the family and relatives will facilitate a quick burial of the body according
to Islamic teachings (Al-Shahri, 2002). A special body wash is performed using water and
musk (a kind of perfume), the body is wrapped with white garments (coffin) and then taken
to the mosque for prayer (death prayer). After prayer, the body is taken to the burial site, with
a large group of people following the coffined body. At the cemetery, the body is buried
following the Islamic way. People then leave the cemetery and go to the family house for
further grieving support, which usually lasts for three days (Sheikh, 1998).
2.9 Socio-economic Organisation in Saudi Arabia
In the early years of the Kingdom of SA (1900–1940), and except for a few towns
around Mecca and Medina, about two-thirds of the populations were Bedouins who travelled
from one place to another according to the weather conditions and water and food resources
(Federal Research Division, 2004). After the discovery of oil in the 1930s, the government
encouraged people to settle, which led to the formation of new towns and cities supported by
the government. The country experienced a steady increase in urbanisation over the 1940s
and 1950s. By the 1980s, 80% of the population were living in five major industrial cities
across the country (World Health Organization (WHO), 2006).
In SA, large families are the norm and FMs maintain close relationship with parents,
siblings and extended family, even after they get married and make their own families. These
families collectively make large extended families, which add to the larger tribe. In fact, in
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SA, there are cities that comprise few tribes, where the majority of their populations are
descended from the same tribe. In the small family unit, the parents are considered the top of
the family; they are decision-makers, highly respected and their advice is followed (Maisel,
2013). The Quran gives parents a special status so that Muslims cannot shout at their parents
or say even the least annoying word (Holy Quran, 17:23). Subsequently, from an Islamic
point of view, one of the largest gateways to paradise is by being humble and gentle with
one’s parents, respecting them and satisfying all of their needs.
A massive influx of diverse social and cultural backgrounds is evidenced by an
international workforce resulting from a booming economy and political affairs. Within the
traditional society of urban cities, a social group has emerged that comprises professionals,
technical personnel, technical experts, students and an extensive workforce from diverse
international backgrounds (Cigar, 2011). Due to the economic prosperity that SA has
experienced, other workers and labourers have been recruited for various domestic services
such as housemaids, family drivers, cooks, sheepherders and cleaners. Most non-skilled
workers are from the Indian subcontinent, Asia and Middle Eastern countries and have
temporary work visas. A new generation of mixed-blood has gradually emerged due to
cultural interactions among different social subgroups and globalisation. Consequently, some
of the inherited values and traditions have become less important, people’s ties with their
tribe members have lessened and attitudes have become more flexible towards tribal customs
and norms (Federal Research Division, 2004).
2.10 Saudi Arabian Economy
The most significant economic change in SA took place after the discovery of large
oil reserves in the 1930s. Combined with subsequent discoveries, SA currently has the largest
petroleum oil reserves (25%) in the world. In addition, SA is the largest oil exporter, with
more than 10 million barrels a day, and it is ranked as the fifth-largest country in relation to
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natural gas reserves (Gately, Al-Yousef & Al-Sheikh, 2012). Therefore, SA plays a leading
role in the politics of the Middle East and the international economy. SA is a founding
member of the Organization of the Petroleum Exporting Countries (OPEC).
Unsurprisingly, crude oil exports and petroleum-based industries constitute more than
90% of the country’s wealth. To revolutionise the country, in 1970, the SA government
initiated a developmental plan that is reassessed every five years. The aim is to support
education, settle the population, improve the standard of living, enhance and establish
healthcare facilities, and build firm infrastructure. Currently, oil exports and petroleum-based
industries are the major economy player in SA. The country has introduced a number of
initiatives to reduce dependency on oil, including investing in solar power, supporting private
and family businesses, tourism, scholarship programmes and attracting foreign investors
(Ministry of Economy and Planning, 2013).
2.11 Education
In SA, education is free to Saudi citizens at all levels, from elementary to higher
education. The Saudi government has introduced several study plans to improve the standard
of education in the country. From the beginning of the first development plan in 1970,
education has been given the highest priority. During the years 1974–2004, the illiteracy rate
for children aged 10 and above has gradually declined from 64% to 20% (WHO, 2006). From
the age of seven years, students have strictly gender-segregated educational facilities. Over
the past 15 years, the role of the private sector in the provision of education services has
greatly expanded. Currently, about 42% of the Saudi population are students under 15 years
of age who demand other extra-educational services. To fulfil this need, the latest
developmental plans give the private sector more responsibility to take school enrolments.
Moreover, 25% of the state budget has been assigned to support the education sector in the
current financial year 2013 (Ministry of Economy and Planning, 2013).
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For a rapidly progressing, relatively young country, women’s education has been
tremendously supported by the government. It encourages women to go to school on a daily
basis so they can meet new challenges in life, and it has introduced transformational changes
while challenging the prevailing traditions. By 1976, almost half of Saudi women between
the ages of six and 12 were attending school. Although women’s education has delayed the
average age of marriage, recent statistics show a dramatic change in the number of women
who have completed a university degree. Nowadays, almost half of graduates are women,
and this has created more opportunities for women to attain higher educational levels (Saudi
Ministry of Labour, 2013).
2.12 Saudisation Policy
Saudisation refers to the national policy of SA to encourage the employment of Saudi
citizens in the private sector and reduce the number of foreign recruitments (Ministry of
Labour, 2013). It is a government initiative that was necessitated after the first Gulf War in
1990, when a large percentage of workers fled the region back to their origins. This resulted
in a work imbalance and many critical jobs were left unattended. The healthcare service
sector was the most affected, as the country was heavily dependent on international
healthcare professionals. Therefore, hospitals and other healthcare facilities suffered
significant staff shortages (Tumulty, 2001). Since then, the government of SA has paid
special attention to balancing the workforce and filling job gaps by substituting expatriates
with Saudi nationals. Undoubtedly, fulfilling the growing demands of the nation has required
careful planning and carrying out of those plans. In the nursing and allied medical fields,
special diplomas and hospital-based programmes were initiated in different cities to enhance
these badly needed professions (Al-Mahmoud, Mullen & Spurgeon, 2012).
Today, with the rapid population growth that has almost doubled since the Gulf War,
the government is facing tremendous pressure to create new jobs for the young Saudi
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workforce who graduate every year from various institutes and universities across the
Kingdom and from scholarship programmes. The Department of Immigration in SA has
issued tough new guidelines to privatise the business sector for the recruitment of foreign
workers. Private organisations that do not meet a certain level of Saudisation are requested by
the Department of Immigration to put a hold on their visa requests, limit the number of visas
approved or delay processing requests. The private sector is actively encouraged to attract
Saudi national employees, with incentives given to businesses to attract more Saudi workers,
and penalties to those who fail to attract Saudis. As the population is expected to reach 45
million in 10 years’ time, this is another reason for the Ministry of Labour in SA to place the
‘Saudisation’ file on top of its agenda (Ministry of Labour, 2013).
2.13 History of Nursing in Islam
During the time of the Prophet Mohammed (peace be upon him), nursing was
practiced by Muslim women who supported the Muslim army when in combat with non-
believers. It was common for women during that era to attend battles to actively encourage
men to fight and to cheer them up. Muslim women took on a new role by caring for the
wounded, providing food and water, transferring the injured men to safety and looking after
children (Kasule, 2008). A famous woman from the time of the prophet who was well known
for caring for the injured army members of the believers was Rufaida Bint Saad Alansari.
During battles, Rufaida had a tent where the injured were transferred for treatment. Another
famous early Muslim nurse was Umm Salama, the wife of the Prophet Mohammed (peace be
upon him), who participated in a number of major battles. She served water to the army,
treated the wounded and helped to transfer the dead. The efforts of those volunteer Muslim
women were greatly appreciated for their moral and spiritual value (Kasule, 2008).
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2.14 Nursing in Saudi Arabia
The nursing profession in SA is a relatively young career. The first nursing school—a
small health institute for men—was founded in the capital city of Riyadh in 1958. It was
established by the MOH with the affiliation of the WHO. The programme accepted students
after intermediate school level and prepared them for three years to work as associate nurses.
In 1963, two nursing programmes were introduced for women in Riyadh and Jeddah, located
on the west coast. These were hospital-based programmes that aimed to introduce the
profession to Saudi women in society (Miller, Chapman & Francis, 2006). During this period,
the government of SA was heavily dependent on foreign nursing staff to fulfil the demands of
healthcare organisation until the first Gulf War broke up (Tumulty, 2001).
A bachelor degree of nursing was first introduced in 1987 in Riyadh, which accepted
a limited number of women who were interested in obtaining a degree in nursing. In the
1990s, a similar programme was made available to men, and an exclusive master of nursing
programme was created for women at the King Saudi University, Riyadh (Abu-Zinadah,
2006). During the 1990s, other regions of the country only offered a diploma degree in
nursing under the supervision of the MOH. Those who intended to continue their education
had to study abroad. In 2007, the Ministry of Higher Education took over all diploma health
institutes run by the MOH and integrated them into the newly emerged universities in every
region of the country. Colleges and schools of nursing now offer a bachelor degree in nursing
science. Similarly, private universities and nursing colleges have grown rapidly in all cities
and towns in SA. Except for few limited places that are exclusive for female students, post-
graduate degrees in nursing remain unavailable, and students have to seek scholarship
opportunities to pursue their careers in nursing.
Nursing staff shortages pose an international dilemma; however, the effect is severe in
SA for a number of (reasons): a) the population growth is among the highest in the world
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(2.29 in 2011) (Khaliq, 2012); b) the language is too difficult to comprehend by overseas
nurses; c) very sensitive cultural norms and customs and; d) religion is embedded within
people, and most nurse-exporting countries are non-Muslim countries (Aldossary, While &
Barriball, 2008; Al-Khathami, Kojan, Aljumah, Alqahtani & Alrwaili, 2010).
Although the government of SA has paved the way for nursing career development
since the 1990s, the profession of nursing in SA is still in its infancy. Saudi nurses represent
only one-third of the total nursing population in SA. Moreover, 95% of those Saudi nurses
hold either a diploma or associate degrees in nursing, while the remaining registered nurses
hold a bachelor degree in nursing, with very few holding post-graduate degrees (Almalki,
FitzGerald & Clark, 2011).
2.14.1 Nursing Demands and Challenges in Saudi Arabia.
Due to regional wars and an inadequate supply of Saudi nurses, the MOH has faced
enormous challenges to provide and maintain a sufficient nursing workforce to satisfy the
growing demand. Moreover, the MOH is primarily responsible for organising, funding and
operating healthcare facilities, including hospitals and primary healthcare centres across the
country (Khaliq, 2012). To meet the demands, the MOH has actively recruited healthcare
professionals from diverse cultural backgrounds. For instance, nursing staff come from Asian
countries such as the Philippines (16%), India (12%), Pakistan (7%), Sri Lanka (4%) and
Bangladesh (4%). Professionals come from Arabic countries such as Jordan (12%), Syria
(10%), Egypt (15%), Sudan (6%) and other Arabic nationalities (14%) (MOH, 2010).
Therefore, non-Arabic nursing staff have encountered language barrier challenges
within current multi-cultural work environments. They have to learn basic Arabic skills to be
able to communicate minimally with patients and families. Indeed, learning a new language
that is different from the nurses’ native language is not easy. Non-Arabic-speaking nurses
require time and effort to learn language skills and become orientated with the Saudi culture.
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This places a great pressure on the nursing staff to deal with, and relate to, Saudi families’
values, attitudes and behaviours towards health-related issues (Al-Khathami et al., 2010). To
the best of the researcher’s knowledge, there is not a particular orientation programme
available from the MOH that targets non-Arabic-speaking nurses prior to joining the nursing
workforce to enhance their communication skills and promote cultural awareness.
The MOH was responsible for almost 60% of the total number of hospital beds in SA
in 2010. Table 2.2 shows that the total number of Saudi nurses working under MOH-
managed hospitals was 26,340, which represents 44.8%, while expatriate nursing staff
represent 55.2% of the total nurses contacted by the MOH.
Table 2.2
Health Services Provided by Different Health Sectors in KSA (Ministry of Health, 2010)
Sector No. of
hospitals
No. of
beds
Saudi
nurses
Expatriate
nurses
MOH hospitals 235 39,470
59.75%
26,340
44.80%
32,450
55.19%
Private sector 128 14,244
21.56%
1,200
4.58%
24,956
95.41%
Other government sectors 43 12,340
18.68%
4,360
18.15%
19,650
81.84%
Total all health sectors 406 66,054 31,900
29.27%
77,056
70.72%
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2.15 Saudi Commission for Health Specialties (SCHS)
The SCHS was established by a Royal Decree in 1992 in the Diplomatic Quarter of
the capital city of Riyadh. It is a non-profit government authority that acts as an umbrella for
different healthcare specialists. One of its major aims is to ensure the delivery of high-quality
healthcare services to the community. In addition, the SCHS is responsible for assessing the
qualifications of international healthcare practitioners, setting exams and issuing registration
certificates to ensure safe practice. Today, all healthcare staff in SA, including health
administration staff, must have a valid registration while working. The SCHS has established
new branches in all health regions (SCHS, 2011).
The nursing council in SA is not an independent authority; rather, it is part of the
SCHS organisation. The SCHS is the only authorised body in SA to establish standards for
all health professions, evaluate and register healthcare professionals, accredit health
programmes and manage health education training courses. The commission encourages
professional practice, develops skills, leads innovations and promotes evidence-based
practice (SCHS, 2011). Appendix 2.1 summarises the SCHS’s main agendas.
2.16 Healthcare Services in Saudi Arabia
The MOH is the principal government body that provides access to healthcare
services to the public. Primary, secondary and tertiary healthcare services are provided for
free to Saudi nationals across all government-funded healthcare settings, which is a
constitutional right for all Saudis (Al-Mahmoud, Mullen & Spurgeon, 2012). In 2012, 12% of
the state’s budget was assigned to the health service sector to establish and run newly planned
medical cities, rural hospitals, primary healthcare centres and health promotion programmes
(Ministry of Economy and Planning, 2013). Other government bodies have also established
healthcare facilities, including school health units, university hospitals, armed forces hospital,
National Guard centres and military hospitals. These healthcare facilities limit public access
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and primarily serve individual organisations’ employees and their families. For healthcare
purposes, SA has been divided into 18 regions in which a directorate of all health affairs
represents the MOH and manages health services in each region.
The MOH currently manages 235 hospitals across all health regions in SA, with a
total number of 39,470 beds, representing almost 60% of total beds. Other governmental
bodies are responsible for 43 hospitals that can accommodate 12,340 patients (18.68% of
total beds) (Ministry of Health, 2010). The private health sector offers 14,244 beds (21.5%)
through 128 private hospitals that are largely concentrated in the central, eastern and western
regions, which have the highest populations.
2.17 Common Presentations in Emergency Departments in Saudi Arabia
EDs in SA are equipped with facilities and staff that are ready to deal with all
patients’ conditions; however, in SA, specific traumatic cases are seen more frequently than
others, which necessitates government action. Road traffic accident (RTA-)related injuries
are increasing worldwide, especially in developed countries, and their death toll is expected
to rise by 80% from 2000 to 2020 (Lyons, et al., 2008). The mass development of roads, the
construction boom, an increase in the number of vehicles, low fuel costs, a lack of reliable
public transportation systems and speeding drivers have contributed to an increase in RTAs
in SA, which has become a serious public health issue. RTAs account for almost 5% of
mortalities in SA compared to less than 2% in each of the US, UK and Australia (Barrimah,
Midhet & Sharaf, 2012). The average number of daily deaths caused by RTAs is 12, costing
the government nearly $8 billion annually and placing SA at the top of RTAs’ morbidity and
mortality tolls worldwide. Moreover, RTAs account for more than 50% of patients
transported in Saudi Red Crescent (SRC) ambulances between 2009 and 2012. One of the
most significant contributors to RTAs is speeding, which is responsible for nearly 40% of
total vehicle accidents in SA (Barrimah, Midhet & Sharaf, 2012).
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EDs’ healthcare professionals in SA routinely deal with RTA casualties. Victims can
arrive by ambulance, through bystanders at the scene or by relatives. They are rushed to ED
rooms and the area then becomes very congested with FMs, witnesses and relatives who visit
to learn the condition of their FMs. Most injuries require hospital admission; therefore, some
form of invasive medical procedure is necessary—for example, wound suturing, fracture
stabilisation, resuscitation, and air or bloodstream access. Other critical cases that are
commonly seen in SA’s EDs include cardiovascular problems, asthma, uncontrolled diabetes,
acute abdominal pain, poisoning, falls and other work- or sport-related traumas (Kronfol,
2012).
2.18 Conclusion
As SA is the original country where Islam was founded, the influence of religious
teachings across the country cannot be overlooked. At a young age, Saudis are taught by their
families, mosques and schools to adapt and obey Islamic teachings throughout their lives.
Therefore, Islamic principals are deeply rooted within society and reflected in family
organisation and relationships. Islam regards FMs as a complete unit with an obligation to
attend the needs of sick FMs. Attendance to the sick is regarded as a fundamental religious
duty, and Saudis believe that attending their parents when they are ill and in need of
assistance goes beyond any other priority in life.
This chapter elaborated upon the core aspects that influence Saudi families’ attitudes,
beliefs, behaviours and decision-making regarding family presence in EDs—in particular, the
centrality of religion to cultural beliefs and healing systems. Other significant data related to
the country’s background and healthcare issues were also presented. The following chapter
presents a literature review of family presence in Middle Eastern and international contexts.
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Chapter 3: Literature Review
3.1 Introduction
This chapter presents a critical review of international literature and examines the
experiences, attitudes and beliefs of FMs and nurses towards family presence in hospital
critical care settings. The primary purpose is to further develop a conceptual and contextual
understanding of the concept of family presence during invasive medical procedures by
drawing on past empirical research in a variety of settings. The concept of family presence
has been widely debated in much of the previous research conceptualised in Western
countries. As a result, there is a paucity of research from Asia and the Middle East compared
to, for example, the US, with findings varying depending on the location of the research.
Therefore, this chapter organises and critically reviews the literature in accordance with each
study’s location and respective populations, and it presents a review of each study’s
methodology, key findings, recommendations and limitations. The review is organised
historically and spans both international and regional domains, with more emphasis placed on
Asian and Middle Eastern literature. Studies supporting professional nursing organisations’
policies and guidelines and the position of the affiliated healthcare organisations in relation to
family presence practice are further presented in the remainder of the chapter.
3.2 Search Terms and Criteria
The studies included in this review were collected by searching databases such as
Cinahil, Medline, PubMed and ProQuest. Individual journals related to EDs and critical care
nursing practices were also searched. Bibliographies of published research were further used
to locate relevant literature. Nursing practice policies and work descriptions were searched
manually for references to family presence guidelines. The key search words included, but
were not exclusive to, family presence, resuscitation, CPR, invasive medical procedures,
emergency departments, family members, family witnessed resuscitation, experiences,
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attitudes and beliefs. Conference proceedings, editorials and anecdotal commentaries were
excluded. Literature that focused on paediatric population, less invasive (routine) medical
procedures and none acute hospital departments’ settings were also excluded. In addition to
acute care nurses, some of the studies included patients, doctors or other allied medical
professionals; however, the main focus was on the nurses’ perspective. As the concept of
family presence is relatively new and is continuing to develop, no specific search dates were
applied; however, more attention was given to studies published from 2000 onwards, as well
as Middle Eastern and Asian-based studies. The last computerised search updates were
performed in January 2013.
3.3 Historical Development of Family Presence
Traditionally, FMs have been excluded from EDs while CPR or invasive medical
procedures have been conducted. Clinical and medical staff contend that the presence of
patients’ relatives in the resuscitation suite could disrupt the process and be unsafe and
unhygienic, including the possibility of susceptibility to post-psychological trauma. The
concept of a ‘Family Witnessed Resuscitation (FWR) Program’ was first conceptualised in
1982 in the US (Ersoy et al., 2009). Several studies were carried out before the first policy
was initiated in 1987 (Hanson & Strawser, 1992). Since then, research on the topic has been
steadily increasing (Boyd, 2000). More than two decades have passed since the first FWR
process was carried out; however, differences still exist regarding the adaptation of
supportive guidelines among healthcare professionals (Halm, 2005). To date, no consensus
has been reached on this controversial issue; however, studies have shown that most doctors
prefer to avoid FMs and most nurses encourage FMs to be involved (Ersoy et al., 2009;
Fulbrook et al., 2007). The debate is thus polarised by influential professional opinions,
international nursing association guidelines contrasting with social cultural and familial
differences, religious backgrounds of both families and the nurses themselves, as well as
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organisational legal factors, hospital safety factors and economic factors (Dean & Booth,
2009).
The variation in results in international research has been attributed to differences in
the socio-cultural and educational backgrounds of healthcare providers (Kianmehr et al.,
2010). This led Ellison (2003) to conclude that cultural differences among FMs, health
professionals and health organisations have been identified as a barrier to the family presence
practice. Importantly, culture has been considered a limiting factor in accommodating FMs
who have differences in beliefs and values, abnormal emotional responses or special needs
(Ellison, 2003), which contrast sharply with hospital organisational systems. Ellison (2003)
postulated that the primary reason why the presence of FMs has not been adopted in many
hospitals is because of the traditional perception of some medical professionals who view the
concept of family presence with uncertainty.
3.4 Review Process
As discussed in Chapter 1, the TRA (Ajzen & Fishbein, 1980) suggests that the
behaviour of individuals is the outcome of their cultural beliefs and values. Similarly, the
behaviour of FMs and nurses during invasive medical procedures is influenced by similar
social factors, which may change in given circumstances and continue to influence the
behaviour of persons within set contexts. In keeping with this theory, the environment has a
significant influence on people, and they in turn affect the environment. As outlined in
Chapter 1 and from the TRA, attitudes and beliefs are influenced by environmental and
corresponding community norms because individuals act in set familial and cultural
groupings (Ajzen & Fishbein, 1980). There is growing evidence that suggests that the
differences in attitudes and beliefs of healthcare staff and FMs are attributable to the cultural
and religious backgrounds of the studied participants (Baumhover & Hughes, 2009; Oman &
Duran, 2010; Sheng, Lim & Rashidi, 2010; Kianmehr et al., 2010; Leung & Chow, 2012).
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Consequently, the literature review in the following section is focused on presenting and
comparing socio-cultural backgrounds, including North American (US and Canada),
European, Asian and Middle Eastern studies, to highlight how family presence practice is
perceived in different cultural and regional groupings.
3.5 North American-based Studies
The majority of published Western studies have been concentrated in North
America—in particular, the US (Paplanus, Salmond, Jadotte & Viera, 2012). The research
results from these countries have produced similar outcomes to date. Therefore, the studies
discussed below were conducted in either the US or Canada, and are reviewed in
chronological order where possible.
One of the earliest studies that sought to evaluate the application of the ENA (1995)
by supporting the position statement and guidelines on family presence was conducted by
Meyers et al. (2000) to evaluate the attitudes and beliefs of nurses and other healthcare
providers towards family presence during CPR and invasive medical procedures. This
investigation used survey questionnaires and incorporated qualitative comments distributed
among participants in the ED of a 940-bed trauma centre in the US. The researchers collected
a sample of 39 FMs and 96 healthcare providers, who were found to have positive attitudes
and beliefs about family presence. All FMs said that it was their right and that they would ask
for it every time they attended a sick relative in the ED. Some of the qualitative comments
reported by FMs include ‘love has many forms’, ‘I needed to be there’ and ‘you just do it’.
Similarly, healthcare providers exhibited positive attitudes towards the practice and
encouraged FMs to support patients during CPR (76%) and invasive medical procedures
(73%). The surveyed staff also supported (88%) the previously established family presence
programme, with nurses constituting the most supportive group among healthcare
professionals surveyed (p < .05). This could be because nurses spend a lot of time with FMs
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and patients and they may have been more concerned with informing FMs of progress, thus
making them emotionally attached (Meyers et al., 2000).
In a subsequent descriptive survey in the US (Meyers et al., 2004), results showed that
100% of the FMs surveyed believed that their presence was important and helpful, as both
the patients and the FMs benefited. Some FMs responded by stating that only security
personnel would make them leave the resuscitation room, or they would tighten themselves
to the patient’s bed if they had the chance (Meyers et al., 2004). Almost all FMs (95%) said
that their presence assisted them in comprehending the situation and allowed them to see how
seriously the medical staff managed the situation. FMs believed that being present reduced
the worry of wondering what was happening to their FM, as it gave them updated knowledge
regarding the patient’s condition and the quality of care provided. FMs believed that the
agony of waiting was reduced because they faced the reality of the condition and the gravity
of the situation. In addition, FMs reported that being present helped in comforting and
protecting the patient who was envisioned to be in pain and defenceless (Meyers et al. 2004).
Furthermore, FMs believed that their actions were beneficial to the patient’s interests. Some
FMs were quoted as saying that emotional, psychological and decision-making support such
as kissing, hugging, praying, calming down, giving permission to die and touching could only
done by FMs. In addition, the attending FMs believed that their presence enhanced the
healthcare providers’ performance, as it acted to remind them of the patient’s personhood,
enabling nurses and physicians to treat the patient more personally and humanly after seeing
the family connection (Meyers et al., 2004). The FMs believed that being at the bedside
would encourage healthcare providers to make more effort and be careful when performing
resuscitation or invasive medical procedures. In case of death, an opportunity of saying
goodbye was availed. This gave FMs the chance to provide spiritual rituals and, in case of
death, the FM present would receive assurance of what happened (Meyers et al. 2000;
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Meyers et al. 2004). Moreover, FMs’ presence offered a unique bonding opportunity that was
contending between the FMs and the patients. Therefore, FMs were offered a memorable and
important experience, although healthcare professionals feared that it could be traumatic and
psychologically harmful. It is worth noting that the AHA (2006) advised that when FMs
witness resuscitation, the experience makes them less anxious, depressed and gets rid of some
negative behaviours associated with depression and anxiety. A family presence facilitator
was recommended as to assist FMs and healthcare providers during invasive procedures
(Meyers et al., 2004). However, Meyers et al. (2004) study was limited due to the sampling
technique applied. Only those FMs who accepted the invitation to bedside by the
investigators and those who refused or were subsequently excluded, this process however
limits the representation of the sample to the population. In addition, the interviews with FMs
who witnessed invasive procedures or CPR were interviewed two months after the
experience and thus FMs were prone to recall error.
During the same period, MacLean et al. (2003) used a 30-item mail questionnaire
directed at 1,500 members of the American Association of Critical Care Nurses (AACCN)
and 1,500 ENA members in the US in order to examine the respondents’ family presence
experiences, preferences and workplace formal policy existence during CPR or invasive
medical procedures. A response rate of 33% (984 responded) was recorded. About 90% of
the respondents reported working in hospitals with no formal family presence policies or
guidelines in place. However, more than one-third (35%) said they would prefer to have a
written policy allowing FMs to be present during invasive medical procedures. This may be
reflected by the change in practices and the adoption of increased attention to patients and
their FMs. The generalisability of the findings of this study is limited due to a low response
rate (33%) and issues with the validity of the instruments used. Nonetheless, a separate study
conducted in the US with AACCN and ENA showed that 45% of nurses acknowledged that
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family presence was allowed in their hospital units without established policies, while 29%
reported that family presence was not allowed and that no written policies existed in the
hospital units (Boehm, 2008).
One of the few qualitative studies in the family presence domain (Wagner, 2004) was
conducted in the US by interviewing six FMs to determine the type of experience they had
after their attendee patients underwent and survived CPR. The participants were requested to
describe the experiences they had undergone or witnessed during CPR. FMs reported
struggling with the decision of whether they would leave, stay or trust the professionals
performing on the patient. The major theme was ‘should we go or should we stay?’ FMs
struggled with the decision-making process due to a fear that the healthcare providers may
have been hiding important information from them (Wagner, 2004). FMs wanted to be
around to receive up-to-date information about the patient’s condition. In general, the
experiences were mixed depending on the level of emotions, familiarity with what was going
on and the decision to stay or leave the CPR room. The study concluded that during a crisis
such as acute hospitalisation, FMs’ needs may have been ignored and that it was critical for
nurses to address those needs (Wagner, 2004). Given the small sample size in Wagner’s
(2004) study, the generalisability to the wider population of FMs is limited.
In another US-based survey, Duran et al. (2007) examined the attitudes and beliefs of
FMs, patients and clinicians towards FMs’ presence. The number of participating FMs was
72, with one-third having previous attended a FM during CPR or an invasive medical
procedure. Almost all FMs who had experienced family presence said it was a helpful
experience, that it was their right to witness invasive medical procedures and that they would
continue to witness similar procedures in the future. FMs also reported having good control
over their emotions and feelings, and they were able to tolerate the scene. Moreover, the 202
healthcare providers in the survey (Duran et al., 2007) comprised 98 physicians, six
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respiratory therapists and 98 nurses. From the survey, it was found that the participating
healthcare professionals had positive attitudes towards the presence of FMs. In particular,
healthcare providers who had prior experience with family presence had notably significant
positive attitudes and beliefs about the practice compared to those who had no experience
(Duran et al., 2007). Further, nurses were found to have more positive attitudes towards
family presence compared to other allied healthcare providers. Similar results have been
found in a previous study in the US, which revealed that nurses had less resistance to FMs’
presence than doctors (McClenathan, Torrington & Uyehara, 2002). In the previous study,
54% of healthcare providers supported the presence of FMs during resuscitation, while 69%
supported the presence of FMs during invasive medical procedures (Duran et al., 2007).
However, the survey revealed that healthcare providers had specific concerns on issues
related to FMs’ safety, performance anxiety and dealing with excessive emotions (Duran et
al., 2007).
In Canada during the 2000s, Fallis, McClement and Pereira (2008) surveyed 450
critical care nurses on their preferences regarding family presence and the availability of
policies in their units governing FMs’ presence during CPR. The researchers compared their
findings to a previous study (MacLean et al., 2003) completed in the US, which used the
same questionnaire. The Canadian study found that 92% of respondents supported the
practice of providing the option to FMs, which was slightly higher compared to the American
critical nurses (76%). Moreover, the majority of Canadian critical care nurses had either
facilitated the presence of FMs or would facilitate such presence in future (65%) compared to
US nurses (57%). According to the nurses, the presence of work policy was not very common
(8% in Canadian EDs and 5% in US EDs). Generally, there was strong support for allowing
family presence with an existing written policy in place (61% and 37% respectively) or
supporting FMs; presence without a written policy (31% and 41% respectively). In both
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studies, nurses who were aware of the existence of practice policy related to family presence
reported a better affiliation with facilitating FMs’ presence (MacLean et al., 2003; Fallis,
McClement & Pereira, 2008).
Similarly, Oman and Duran (2010) invited 65 healthcare staff (42 nurses) who were
involved in CPR scenarios with the presence of FMs in a 407-bed academic medical centre in
the US. The medical centre had an established workplace policy regarding family presence.
Participants were chosen based on their previous experiences and were subsequently emailed
the survey questionnaire that gathered quantitative and narrative data retrospectively. This
particular medical centre had an approach of holism embedded in the clinical services during
CPR, which supported both patients and FMs (Oman & Duran, 2010). The surveyed staff
reported that FMs were able to cope well during the experiences and that, while emotional
(60%), they did not interfere with the ongoing CPR procedure (88%) or disrupt ED staff
communication (88%). A family facilitator was available in 70% of the experiences, who was
usually a registered nurse (40%). The themes that were evident from the comments provided
by the staff were: (a) family presence is beneficial, (b) family presence produces an
emotional experience and (c) a family facilitator is always necessary. The researchers
recommended future studies in this nursing field to evaluate attitudes and beliefs with respect
to spiritual and cultural characteristics (Oman & Duran, 2010).
3.6 European-based Studies
In the literature reviewed, European nurses appeared to be less supportive to the
concept of family presence compared to the North American nurses. However, UK nurses
were one European cohort that was similarly supportive and experienced in the practice
compared to US nurses. The majority of European studies took place during work-related
conferences and used a self-completed survey design approach as a means of conveniently
recruiting a large number of people (nurses); however, there is inherent bias in such a
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sampling approach (Bowling, 2002; Axelsson et al., 2010), as outlined below. Four European
studies were reviewed as follows.
In Germany, Koberich, Kaltwasser, Rothaug and Albarran (2010) surveyed 166
nurses using a 36-item questionnaire to determine their attitudes and experiences towards
family witnessed CPR. Almost half (70) of the participants had experience with family
presence during CPR performance; however, 46 of those nurses reported the experience as
negative (65.7%). In total, 68% of the participants disagreed that patients’ FMs should be
present during CPR and 56% of German nurses said that FMs would cause disruption and
affect the staff performance. In addition, they believed that FMs could suffer emotionally and
psychologically. Further, in the German study, nurses rarely invited FMs to the bedside due
to concerns related to understaffing, time and fear of interruptions, which are similar
concerns found in other literature. Over half of the German nurses (57.3%) believed that
exposing FMs would have negative emotional effects thereafter, while 43.3% disagreed that
it was important to have FMs present during the last moments and most nurses believed that
the decision of being present during resuscitation should be individualised. Nevertheless,
family presence practice is gaining slow momentum in Europe; however, the adaptation of
this practice remains limited in European acute care settings (Koberich et al., 2007). Given
that the data in this study were collected from a convenient population of conference
attendees, it may be argued that only those delegates who had interest in the topic
participated, which skewed the sample composition, as the response rate was relatively low at
42.1%.
One of the few studies that examined the family presence practice of patients and
their FMs took place in Europe. Mortelmans et al. (2010) surveyed 150 Belgium patients who
were treated for potentially life-threatening conditions in ED, as well as their attending FMs,
to examine their perceptions about family presence during similar serous medical conditions.
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The findings showed that 72% of patients and 75% of FMs preferred family presence and
supported the concept. One-third of patients feared that the experience would be traumatic for
their FMs, but half of the FMs reported otherwise. The attitudes of both patients and FMs
were positive towards allowing FMs to witness invasive medical procedures (p < .001). FMs
for whom relatives suffered serious conditions had greater willingness to witness future
invasive medical procedures (p < .001) (Mortelmans et al., 2010).
Later in 2010, Axelsson et al. (2010) carried out a descriptive study with 411
cardiovascular European nurses in order to assess their experience and attitudes towards
family presence during CPR. The nurses represented various countries across Europe, with
the majority from the UK or Scandinavian countries. Less than half (44%) of the participants
had worked on a CPR case in the presence of a FM; half of those said their experience was
positive and the other half reported negative experiences. Family presence protocols, work
guidelines and policies were uncommon and were reported in only 28 cases (7%), mainly in
the UK. The study did not find significant positive or negative attitudes among the group;
however, UK nurses were observed to have more experience with family presence, were
more positive in their attitudes towards FMs’ presence and were more knowledgeable in this
field of practice than the rest of the European nurses (Axelsson et al., 2010). Moreover, the
findings confirmed a similar investigation that was carried out by Fulbrook et al. (2005), who
surveyed 124 European critical care nurses and sought information about their experiences
with witnessed CPR. Fulbrook et al. (2005) observed that the UK nurses had more experience
and were more accepting of the concept of family presence compared to continental
European nurses. Differences in the nurses’ feedback were attributed to differences in
experience between UK and non-UK nurses, training, healthcare systems and cultural
backgrounds. Consequently, the differences found in the European populations could be
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attributed to similar variations among nurses in terms of education, experience and socio-
cultural variables.
3.7 Asia-based Studies
In recent years, there has been an increasing amount of literature on the field of
family presence practice in Asian countries. Data from different sources have suggested that
Asian nurses are less supportive of family presence compared to North American and
European nurses, as reviewed in the following Asia-based studies from Hong Kong,
Singapore and Malaysia.
In Hong Kong, a quantitative study examined the attitudes of doctors and nurses in
Hong Kong regarding the concept of FMs’ presence in EDs during resuscitation (Lam,
Wong, Hui, Lee & So, 2007). The researchers reported that nurses had a negative attitude
towards FMs witnessing the resuscitation process. Their findings revealed an overall negative
attitude towards the practice, as the majority of participants (55.1%) disagreed with the
concept of having FMs present at the bedside and only 10.1% supported such a presence. The
major reason the nurses had for restricting family presence during resuscitation was that they
feared any associated litigation that might arise with allowing FMs to stay. Other nurses
feared that FMs would perceive the practice by doctors and nurses as chaotic and upsetting;
family presence could breach the confidentiality that exists between doctors and their
patients; and family presence could lead to emotional disturbances to the FMs. Lam et al.
(2007) concluded that the reason for the negative attitudes by Hong Kong nurses was partly
due to an increase in the awareness of patients’ rights over the years, which has promoted
accountability among healthcare providers and led to increased litigation. In addition,
although the respondents believed that family presence was beneficial, they revealed that the
risks and the costs associated were of higher value; thus, the majority opposed family
presence (Lam et al., 2007). The findings concurred with an earlier investigation set in
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Singapore that assessed and compared local EDs’ medical and nursing staff attitudes towards
witnessed resuscitation, concluding that medical staff were generally not in favour of family
presence (Ong, Chan, Srither & Lim, 2004).
In a recent subsequent Hong Kong study, Hung and Pang (2011) interviewed 18 FMs
who were relatives of CPR survivals but who had been in the waiting room during the
procedure. An interpretative phenomenological approach was used with data collected
through audio recorded interviews. The research aim was to illuminate the experiences of
FMs who had been waiting outside while their FM was undergoing CPR in the resuscitation
room. All FMs interviewed reported their fears of losing their FM during the CPR in case the
procedure was unsuccessful. The thought of losing a FM when absent from the resuscitation
suite was a feeling that changed the attitudes of FMs and drove them to wish they had
witnessed the CPR. Most FMs testified to feeling emotional, while others burst into tears as
they retold their experiences. According to Hung and Pang (2011), FMs reported that
touching and seeing the ill patient was a crucial experience that was capable of establishing
an emotional and physical connection. In addition, interviewed FMs believed that their
presence would give the patient emotional support. Some participants stated that the chances
of their patients’ survival would be increased if they saw the face and heard the voices of
their FMs before impending death. The belief expressed was that FMs were in a position to
make the patient comfortable and reduce their fears after waking from unconsciousness. In
addition, FMs reported that being close to the patient during invasive medical procedures
offered them a chance to say goodbye. It has been contended that the Chinese cultural norms
require FMs to take care of their sick members until the last breath (Hung & Ping, 2010).
Thus, restricting a FM from witnessing the patient during the resuscitation process could be
seen as denying both the FM and the patient’s last wish to connectedness—a highly
important cultural reform (Hung & Pang, 2010).
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Malaysia is a multilingual predominantly Islamic country in which the population has
specific Islam-informed cultural beliefs and practices that differ from other published studies
on family presence. Sheng, Lim and Rashidi (2010) carried out a study in four Malaysian
hospitals by giving bilingual questionnaires to 300 participants working in EDs. The survey’s
aim was to determine the attitudes and beliefs of ED staff towards witnessed invasive
medical procedures and the experiences of staff in relation to family presence. The rate of
response was relatively high (90%) and included 270 healthcare providers, with the majority
(80%) being Muslims. The survey revealed that only 15.8% of participants agreed to permit
FMs to be present during invasive medical procedures (Sheng, Lim & Rashidi, 2010).
Despite the widespread anecdotal beliefs towards family presence practice among the
medical staff in Malaysia, 38.9% of participants concurred that FMs had the right to
accompany their FMs even at the resuscitation suite. In addition, other results from the
Malaysian study (Sheng, Lim & Rashidi, 2010) showed that healthcare professionals would
rather allow FMs to attend when performing less invasive routine medical procedures such as
taking blood or intravenous cannulation (40%), but there was minimal support for family
presence with more severe procedures such as CPR (17%), chest tube insertions (3%) and
intubations (4.4%). According to the researchers, CPR had higher support because of the
belief among the majority of Malaysian Muslims that FMs need to ensure that the dying
person restates ‘Shahada’, which is the restatement of faith in Islam. However, the
probability of allowing FMs to be present was much higher when invasive or resuscitation
procedures were likely to be successful. However, procedures that were believed to expose
the private parts of the patients were less agreed upon (4%) because of the ethical principles
and the cultural sensitivity upheld in Malaysia. The researchers concluded that the culture
and lack of policies and guidelines were the major reasons why family presence practice was
uncommon among Malaysian ED staff (Sheng, Lim & Rashidi, 2010).
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In another recent Hong Kong-based survey, Leung and Chow (2012) collected a
convenience sample of 69 FMs and 163 healthcare professionals, including 143 nurses, from
two critical care units to examine their attitudes towards family presence during the course of
CPR in the presence of FMs. The researchers distributed a 33-item questionnaire to gather the
data, which revealed that the majority of healthcare staff object to the practice, while the
majority of FMs welcomed it. More than half (53.4%) of the staff disagreed about allowing
FMs to stay in the resuscitation suite, while almost 80% of FMs preferred to be available
during CPR performance on their FMs. The more experienced Hong Kong healthcare
professionals were found to be more supportive of family presence than their less
experienced counterparts (p. 1), and nurses were found to be more supportive of the practice
compared to doctors. Other variables that were linked with the staffs’ negative attitudes
towards allowing FMs included work norms and consideration to colleagues, the severity of
procedures and fears of an increased risk of litigation (Leung & Chow, 2012).
3.8 Middle Eastern-based Studies
The literature search revealed a paucity of Middle Eastern-based literature in regard to
family presence practices compared to the North American and European regions. Five
relevant Middle Eastern studies were reviewed from Turkey, Iran, Pakistan and SA. These
are discussed below.
A recent Turkish study that included 135 ED and critical care nurses was conducted
in two university hospitals. The aim was to evaluate the existence of policies, nurses’
attitudes and experiences regarding family presence during CPR events (Güne & Zaybak,
2009). A descriptive survey design revealed that 22% of nurses had experience with FMs
being present during CPR, but the majority of them were found to have had at least one
negative experience. In total, the majority of Turkish nurses rejected family presence practice
and disagreed that FMs would be given the option to attend CPR on their relatives. Almost all
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nurses (95%) reported that they had never taken a FM to the bedside during CPR
performance, and none said that there was a related policy in their units. In addition, the
nurses’ preference was to prevent FMs from attending CPR procedures. The reasons for this
position include the fear that patient confidentiality would be breached (73%), FMs would
interfere with CPR performance and the misunderstanding of actions (90%). This study did
not investigate the experiences and attitudes from the perspective of FMs, which is a key
limitation across a number of similar studies in Asia and the Middle East. Another weakness
arises from sampling nurses from two hospitals only, which limited the generalisation of the
findings and associated recommendations.
In a Turkish study conducted from the perspective of FMs, Ersoy et al. (2009) studied
the attitudes and beliefs of 420 FMs towards family presence during CPR in a real ED
setting. FMs completed questionnaires by means of structured face-to-face interviews to
gather data from FMs, where 20% of participants said that they had witnessed CPR. Two-
thirds of Turkish FMs preferred to be present during CPR when it involved a FM because
they believed they were a source of support to the patient and wished to observe what was
going on during the procedure. In contrast, FMs who did not want to be present said that it
was too painful for them to witness such ‘aggressive’ medical procedures in a real setting or
they were worried that they may accidently cause disruptions or manipulate equipment and
therefore harm their FM. In addition, the Turkish investigation found certain demographic
variables to be significantly correlated with FMs’ attitudes and beliefs towards family
presence. These variables included that male FMs were more enthusiastic to witness CPR and
would be always at the bedside when compared to female FMs counterparts (p. 4); FMs of
patients without health insurance were more interested in being present during CPR than the
FMs of insured patients (p .1); and FMs who witnessed CPR that resulted in the death of the
patient were less likely to witness similar experiences in the future (p .1) (Ersoy et al., 2009).
62
In another Middle Eastern country, Pakistan, which is a sizable Islamic state, Zakaria
and Siddique (2008) conducted a cross-sectional study on 286 participants to determine the
attitudes of FMs (190) and ED staff (40 doctors and 20 nurses) towards family presence.
Semi-structured interviews and questionnaires were used to collect the data. All surveyed
FMs (98%) believed that they should be allowed to be near their dying FM during invasive
medical procedures (Zakaria & Siddique, 2008). This time was critical to them as they
wanted to share their last moments with the dying person and have the chance to say final
words, prayers or farewells. Of the 98% of respondents, 54% believed that their presence
would ease the sufferings of the deceased, while 52% believed that being at the bedside
during the last moments would ease and help their sadness and sorrow. Regarding the
concerns raised by health professionals, such as disturbances and incidents of interference,
Pakistani FMs believed that they were not in a position to cause any disruptions or
difficulties, as their main focus was the patient. Contrary to what Pakistani FMs believed was
their absolute right, 95% (n = 57, including 20 nurses) of healthcare providers in the same
study (Zakaria & Siddique 2008) opposed family presence practice during CPR. Objections
were raised concerning the emotionally traumatic nature of the experience for FMs watching
CPR, space limitations, interruption of medical procedures and misinterpretations of staff
actions. Interestingly, except for three nurses (5%), none of the participating healthcare
providers supported family presence. FMs’ presence during resuscitation is banned in
Pakistan, as a large percentage of healthcare professionals are against it. This can be
attributed to the fact that no policy regulating family presence has ever existed and that
education or training programmes related to CPR and emergency services do not incorporate
such practices. In addition, the strong cultural and religious beliefs were not investigated;
hence, the extent to which such beliefs affect the attitudes and behaviours of Pakistani
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healthcare staff is unknown. The power and influence of doctors over nurses in Pakistan EDs
is another important dynamic, but it was not elaborated upon in the Pakistani study.
In an Iranian study investigating the attitudes of CPR team members regarding FMs’
presence, Kianmehr, Mofidi, Rahmani and Shahin (2010) determined the opinions of CPR
teams in a Muslim context. A total of 200 CPR team providers from four major hospitals in
the capital city of Tehran responded, including 109 nurses. A self-completed questionnaire
was developed and distributed. All targeted hospitals had no policies regarding family
presence during CPR. The researchers found that 77% of participants were against the
practice, and that their responses were not influenced by other variables such as gender, age
or work experience. The participants cited reasons such as staff stress (74%), interference
with procedures (69%), psychological trauma (90%) and prolonged CPR (81%) as
justifications for their negative attitudes towards family presence. In addition, the authors
(Kianmehr et al., 2010) stressed the importance of educating the public before initiating any
formal policies or allowing families at the bedside during invasive medical procedures such
as CPR. The researchers also believed that the cultural and religious background of Iran was
a major factor in the observed attitudes of correspondents and therefore encouraged further
studies in Muslim societies. According to Kianmehr et al. (2010), unlike Western society, the
cultural background of a Muslim community is characterised by close familial relationships
and strong emotions and motivations, which may distract ED staff and disrupt the flow of
work in an unexpected and violent manner. However, in this Iranian investigation, no
discussion was provided about the development and validation of the instrument used;
therefore, it casts doubts about validity, reliability and widespread generalisability.
In respect to the current study and population of interest in SA, a study concerning the
attitudes of nurses towards family presence in the Eastern province of Al-Hassa was
conducted by Al‐Mutair, Plummer and Copnell (2012), who surveyed 132 nurses from
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different hospital departments and variable demographic characteristics. The study took place
in two major trauma centres, where self-completed questionnaires with open-ended questions
were administered. Half of the cohort had experience with family presence during CPR.
However, the findings showed considerable opposition towards family presence during
resuscitation efforts, with nurses reporting that the practice had no benefit to FMs (78%) or
patients (92%), and they even denied the rights of FMs to witness resuscitation (75%). The
Saudi study (Al‐Mutair, Plummer & Copnell, 2012) concluded that the workplace culture
actively negated family presence despite the fact that nurses had a mix of different cultural
backgrounds, but no details of nurses’ nationalities were presented. In the qualitative
comments, nurses suggested that direct FMs should not be allowed to attend invasive medical
procedures, whereas non-direct FMs and patients’ friends should be allowed. The nurses
justified this attitude by stating that such extremely aggressive experiences could not be
tolerated by FMs and would cause severe emotional distress, physical harm to FMs and
disturbances to the staff and the ongoing procedures. However, the cultural background
composition of the nurses’ cohort was not presented in this study. It would have been critical
to this study to explain how nurses from different backgrounds in SA compare and contrast
with each other and with Saudi nurses regarding their perceptions of family presence. In
addition, and contrary to the above-reviewed literature, it has been reported that the nurses
who had experience with family presence during resuscitation had even more negative
attitudes towards the practice than those who had not experienced family presence (p > .001)
(Al‐Mutair, Plummer & Copnell, 2012). These results contradict the findings of studies
conducted in the US, Europe and Asian countries, where more experienced nurses had
statistically significant, higher positive attitudes and beliefs towards the benefits of family
presence on FMs and the recognition of FMs’ rights compared to their less experienced
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counterparts (Fulbrook et al., 2005; Duran, et al., 2007; Leung & Chow, 2012), which
necessitates further investigation within the SA context.
3.9 Development of Family Presence Policies and Support by the International
Healthcare Organisations
The establishment of professional nursing bodies and organisational policies plays a
significant role in the success of family presence programmes in different hospitals and
contexts (Kingsnorth et al., 2010). Today, invasive medical procedures in hospital settings,
and CPR in particular, are traditionally performed in the absence of FMs. The lack of well-
designed and well-executed family presence policies has enabled healthcare practitioners to
carry out invasive medical procedures without FMs’ involvement. As seen above, to date,
this phenomenon is more common in Asian and Middle Eastern countries than Western
countries (Kianmehr et al., 2010; Zakaria & Siddique, 2008).
In the US, the first policy was initiated after the exploration of the first witnessed
resuscitation campaign in Foote Hospital, Michigan, in 1982. The policy ensured that close
FMs or spouses were permitted to witness resuscitation if they desired to. In the policy,
information regarding the condition of the patient was to be made available to the FM, they
were asked if they wanted to be present, and they received help from a family facilitator
assigned to the resuscitation room (Basol, Ohman, Simones & Skillings, 2009). The ENA is
one of the leading international independent healthcare organisations that supports family
presence. Similarly, ENA members have always believed that FMs’ presence is a
fundamental right because of the benefits it provides to patients and their families. In an
independent study that aimed to determine the difference in opinions and attitudes of
healthcare providers in the US (Helmer, Smith, Dort, Shapiro & Katan, 2000), the findings
showed that members of the ENA had stronger beliefs and more positive attitudes towards
family presence than non-ENA members (p < 0.001). Moreover, ENA members had the
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highest likelihood of supporting the presence of FMs during CPR (p < 0.001) and the highest
likelihood of supporting the practice compared to non-members (p < 0.001) (Helmer et al.,
2000). The exclusion of FMs ‘is inconsistent with a family centered model of care’ (ENA,
2010, p. 1). Under this model, nurses are expected to advocate for patients and their families’
rights, as well as the inception of written policies and guidelines. This could make the entire
process legitimate and encourage consistency, safety and a caring attitude. The ENA warns
that a lack of formal guidelines place nurses in a difficult position, especially during crises,
and it will eventually lead to poor healthcare management. The position statement of the
ENA (see Appendix 3.1) is based on strong evidence from past research supporting the desire
of FMs to be present during invasive medical procedures and CPR. The position statement
declares that there is substantial evidence that refutes the claims that FMs’ presence interferes
with how the patient is taken care of (ENA, 2010).
The literature reviewed to date suggests that family presence in the US and Canada is
widespread among healthcare professionals and associated organisations compared to their
European and Asian counterparts. However, by 2008, only 5% of US hospitals had
developed, implemented or adapted policies and protocols giving guidance on family
presence in critical care units (Dougal, Anderson, Reavy & Shirazi, 2011; Boehm, 2008).
Policies of the American College of Emergency Physicians (ACEP) and the American
Academy of Pediatrics (AAP) recommend that their members adapt a family and team-
oriented approach to develop family presence guidelines (Reese, 2005). However, no policy
has been adopted in most of the adjacent US hospitals because of the complexity of the
decision-making. The implementation of such policies requires the cooperation of all
professional teams involved (Reese, 2005).
In the US, the University of Colorado Hospital is one of the very few centres that has
successfully established and evaluated a family presence policy. The policy encourages
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healthcare professionals to give a judgement depending on the situation, as family presence is
usually individualised and dependent on the situation (Oman & Duran, 2010). As noted in the
policy, it is the protocol of the hospital to ensure that a relative or spouse is willing to be
present during invasive medical procedures. FMs will then be assessed to determine their
suitability (see Appendix 3.2). For example, for FMs to be eligible, they should not display
emotional instability or combative behaviour. The essence of having a well-written policy
and guidelines is to guide family presence decisions by nurses once the patient’s consent is
given (Oman & Duran, 2010). The Colorado Hospital offers assistance to the present FM
through the help of a family facilitator who explains the patient’s condition, physical
appearance and treatment. During the invasive medical procedure, the family facilitator stays
close to the FM to offer assistance in case the FM decides to leave the hospital. The presence
of the FM is only allowed if the family facilitator is present. Additionally, the policy provides
room for medical staff to ask FMs to leave the area if they become disruptive, physically
unstable or emotionally distraught. In other instances, such as when the patient’s condition
worsens and extreme invasive medical procedures are required, the FM may be requested to
leave the room (Oman & Duran, 2010).
In Europe, a joint statement supporting family presence during CPR was developed in
2007 and shared between a number of healthcare organisations, including the European
Federation of Critical Care Nurses Associations, the European Society of Paediatric and
Neonatal Intensive Care and the European Society of Cardiology Council on Cardiovascular
Nursing and Allied Professions (Fulbrook et al., 2007). The joint statement was formed to
enhance the practice of family presence among members of those organisations, and it
stresses key elements that healthcare professionals must follow. These are summarised as: (a)
all FMs have the right to be present during CPR, (b) family presence should be offered to
them, (c) support should be provided to FMs by a professional staff member during the
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carrying out of CPR, (d) a post-presence counselling service should be provided to FMs, (e)
all CPR team members involved are expected to participate in the team debriefing, (f) family
presence needs to be incorporated into CPR training and education curriculum, and (g) all
EDs and critical care units should have a written work policy and guidelines handy in the
workplace (Fulbrook et al., 2007).
In Asia and the Middle East, none of the reviewed empirical papers on family
presence that surveyed nurses and/or allied health professionals in hospital units were
supportive of family presence practices or had established related guidelines or policies
(Güneş & Zaybak, 2009; Kianmehr et al., 2010; Sheng et al., 2010; Leung & Chow, 2012).
The family presence practice in these countries has been constantly resisted by the majority
of healthcare professionals, including the nursing workforce. In particular, in Middle Eastern
countries, surveyed healthcare professionals strongly oppose the practice, reporting that it is
unbeneficial, and they have shown unwillingness to accept FMs in the medical procedures
room (Zakaria & Siddique, 2008; Güneş & Zaybak, 2009; Kianmehr et al., 2010; Al‐Mutair,
Plummer & Copnell, 2012).
In summary, despite the supportive positions taken by different international
healthcare organisations towards family presence practice, healthcare organisations tend to be
reluctant to adapt work regulations in favour of the practice. Policies can be utilised as work
reference giving structure and continuity of family presence practice while minimising staff
arguments.
3.10 Gap in the Literature
Notably, the majority of literature, although limited, focuses on exploring the family
presence concept from the healthcare professionals’ perspective; however, little was found on
FMs in the reviewed studies. There are a number of limitations in the reviewed studies that
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necessitate further research in this field of nursing practice. These can be summarised as
follows:
1. A large segment of published work under the topic of family presence in general is
skewed to Western populations, with very few studies conducted in Asia and the
Middle East, and only one study conducted in SA.
2. There is considerable variation in the perception of family presence practice between
nurses of Western (supporting) and non-Western (opposing) backgrounds and cultural
contexts, which has not been investigated to date.
3. Notably, most published research reviewed has failed to concurrently evaluate the
experiences, attitudes and beliefs of both FMs and nurses within the same cultural
background setting. Rather, researchers tend to examine each group individually.
Studying the family presence concept from healthcare providers’ viewpoints, for
example, requires the same from healthcare recipients’ viewpoints.
4. Most of the reviewed work was not conducted in a real acute care setting, in particular
EDs.
5. Other studies included less acute hospital departments, where included nurses had less
experience with family presence practice and where CPR was less experienced than in
acute care settings.
6. There is a dearth of literature that has investigated the practice from the perspectives
of FMs and patients. Most importantly, none have examined the religious, cultural
and familial contexts of the Middle East in conjunction with expatriate nurses,
particularly SA, where expatriate nurses constitute a large percentage of the total
nursing workforce.
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3.11 Summary
This chapter has critically reviewed the existing evidence on family presence hospital
practices from a regional and historical perspective. Differences in the attitudes and beliefs of
FMs and healthcare professionals result from a number of factors, including cultural and
religious differences, educational backgrounds, lack of formal work policies and guidelines,
and workplace variations including management systems; however, these have not been
contextual or extensively examined. Nurses in the US, Canada and the UK were more
accepting of family presence, preferred to have appropriate work policies and continued to
support the practice by offering the option to FMs when requested. In contrast, nurses who
worked in Asian and Middle Eastern countries, including Turkey, were found to follow the
traditional practice of keeping FMs outside procedures rooms, do not support a work policy
and continue to deny FMs’ requests for family presence. At present, most hospitals lack
written policies on family presence, with few hospitals in the US and Canada reporting such
guidelines, and no guidelines exist in the Asian and Middle Eastern countries that were
reviewed. The literature review indicates that more research in these countries—in particular,
the Middle East—is needed to further investigate the practice and explore different cultural
backgrounds from the perspective of both FMs and nurses. Indeed, more contextually based
exploratory research is required to better understand the socio-cultural issues as well as the
overlay of Westernised health practices and workforce organisations in order to examine the
attitudes and beliefs of both FMs and nurses, especially among Muslim communities. The
following chapter details the design, objectives, questions and methodological conduct of the
current study.
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Chapter 4: Research Design and Methodology
4.1 Introduction
The literature review critiqued family presence practice in hospitals from the
perspective of nurses and health professionals and found that it was positive for family
members. The aim of this investigation is to examine the practices and perceptions of two
population cohorts—Saudi FMs and ED nurses—towards family presence during invasive
medical procedures at four hospitals in SA. In this chapter, the design, method and conduct of
the study are presented with associated justifications, including setting the research aims,
objectives and questions, recruiting and sampling both sets of settings, background to the data
collection methods, analysis, rigorous approach and the ethical conduct of the study.
4.2 Research Aim
The primary purpose of this two-phase exploratory study is to describe the
experiences, attitudes, values and beliefs of both FMs and ED nursing staff towards family
presence in the ED settings in major public hospitals in SA. A secondary aim of this study is
to identify the barriers and/or facilitators to family presence in EDs in order to improve health
service delivery, assist in the establishment of an evidenced-based practice protocol for
family presence in EDs and support the development of educational and orientation materials
for ED nurses.
4.3 Research Objectives
The following research objectives are the focus of this study:
Phase 1
 Examine the demographic profiles of Saudi FMs.
 Examine the attitudes of FMs towards family presence in EDs.
 Examine the beliefs of FMs towards family presence in EDs.
 Identify experiences of FMs with family presence in EDs.
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 Compare and contrast the experiences, beliefs and attitudes of FMs with other similar
cohort populations.
Phase 2
 Examine the demographic profiles of ED nurses working in SA.
 Examine the current practice policies and work guidelines related to family presence
in EDs.
 Examine ED nurses’ experiences with family presence.
 Examine ED nurses’ attitudes towards family presence.
 Examine ED nurses’ beliefs towards family presence.
 Compare and contrast the attitudes and beliefs of ED nurses to other similar cohort
populations.
 Compare and contrast the findings of phase 1 and phase 2 qualitatively.
4.4 Research Questions
The following research questions guide the study.
4.4.1 Phase 1: Saudi Family Members.
 What are the demographic profiles of Saudi FMs?
 What are the beliefs of Saudi FMs in relation to family presence in EDs?
 What are the attitudes of Saudi FMs in relation to family presence in EDs?
 What are the experiences of Saudi FMs in relation to family presence in EDs?
 How do Saudi FMs’ attitudes and beliefs compare and contrast to different
populations that have been previously researched?
4.4.2 Phase 2: Emergency Department Nurses.
 What are the demographic profiles of ED nurses working in SA?
 Are there any practice policies or work guidelines related to family presence in EDs?
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 What are the current practices or policies that regulate family presence practice in SA
EDs?
 What are the attitudes of ED nurses in relation to family presence in EDs?
 What are the beliefs of ED nurses in relation to family presence in EDs?
 What are the experiences of ED nurses in relation to family presence in EDs?
 How do ED nurses working in SA compare and contrast to different populations that
have been previously researched?
4.5 Research Design
The investigation consisted of two phases. Each phase employed a descriptive
exploratory design using the quantitative methodology. This study adopted a simple random-
sampling approach to gather data from the emergency settings in four hospitals in the north-
west region of SA. Respondents self-completed the survey questionnaire. The study aimed to
collect data from two key groups:
1. Phase 1: Gathered data from self-identified adult FMs who attended another FM at
any of the EDs included in this study within the previous year of the survey.
2. Phase 2: Gathered data from the nurses working in the targeted EDs of the four
hospitals included in this study.
4.6 Sampling Technique
The participants in this study were recruited from four EDs of public hospitals in the
north-west health region of SA, which represents all public hospitals within the same health
region. After ethical permission had been obtained (described further in Section 4.12), the
target populations were identified for inclusion purposes in the two phases of sampling as
follows.
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4.6.1 Phase 1: Family Members’ Inclusion Criteria.
This study focused on the adult Saudi population, with a target age group of 18–65
years. Data were gathered from the EDs’ registration books, including the full name, age,
nationality, file number, priority category, address and contact details. Patients’ FMs were
included if their hospitalised (patients) FM category was identified as priority 1 (requiring
high attention) in the EDs’ triage system in the hospitals, and if the patient was classified as
an adult (18–65 years). Immediate adult FMs were included only if they fulfilled the age and
nationality criteria at the time of the survey. FMs were deemed as spouses, fathers, mothers,
sisters, brothers, sons and daughters of hospitalised FMs. Not all FMs of the randomly
selected families could participate in this study; only those who had been with the patient in
the emergency room were invited to participate (i.e. FMs who had presented in person to
attend the patient). In addition, FMs were only considered for inclusion if they were able to
read and write in Arabic (i.e. if they were literate).
4.6.2 Phase 1: Family Members’ Exclusion Criteria.
The following exclusion criteria applied to Phase 1 of the study:
 FMs with a severe illness, disability or emotional distress at the time of data
collection
 patients with incomplete data in the registry, as it would be too difficult to determine
their eligibility or to contact their family
 illiterate FMs
 non-Saudi FMs, as this study targeted Saudi nationals
 FMs of patients who were pronounced dead in the ED.
4.6.3 Phase 2: Emergency Department Nurses.
Registered nurses who were working in EDs were included if they had worked for at
least six months in one of the EDs among the four hospitals by the time of data collection.
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This was to ensure that they had adequate work experience in EDs in order to provide
knowledge-based evidence. Nurses who had worked and participated in EDs during the past
five years (at the time of data collection) for at least six months were also invited. ED nurses
who had worked for less than six months in total in any of the included EDs were excluded
from the study. For the purpose of this study, a ‘nurse’ is defined as a practising nurse who
was registered to practice by the Saudi Health Commission for Health Specialists and
employed by the MOH in SA or to work with a direct contract with the hospital.
The target nurses group had a relatively small population compared to FMs in phase
1. By adding up the nurses who had worked in the past five years and who met the inclusion
criteria in each of the four hospitals, the total number was around 135 nurses who worked in
the EDs in the intended hospitals at the time of data collection. Thus, the total sample of
nurses was drawn in order to maximise the response rate (Fain, 2009).
4.7 Study Setting
The study was conducted across four hospitals, inclusive of a large metropolitan
general hospital located in the north-west region of SA. The hospitals have 500 beds in total
and are run by the MOH. The main hospital serves as a referral centre for the surrounding
primary healthcare centres and outer suburbs and towns. The main hospital’s specialities and
facilities include Internal Medicine, Surgical, Emergency Department, Operation Theatre
Paediatrics, Radiology Department, Physiotherapy Department, Neonates and Obstetrics,
Paediatric Intensive Care Unit, Paediatric Department, well-baby unit, Artificial Kidney Unit,
Outpatient Department and a specialised Diabetic Centre. The ED of the main hospital
consists of three main units: the triage clinic, the main emergency room and the
obstetrics/gynecologic exam and delivery room. The ED has 32 beds in total: 25 beds in the
main emergency room, five beds in the obstetrics/gynecologic exam and delivery room, and
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two beds in the triage room. Based on the hospital records in 2010, the average daily number
of patients who attended the ED for various reasons was 165.
The EDs serve patients of all ages with a variety of critical conditions. Critical
conditions are given higher priority and immediate attention (priority 1), and they include
(but are not limited to) RTAs, burns, traumas, asthmas, cardiovascular and neurological
conditions, poisoning cases, ENT emergencies, severe pain and acute internal medical
conditions. EDs deal with less urgent complaints too, but with a lower priority (priority 2 or
3). These include upper respiratory infections, chronic conditions and minor injuries.
Psychiatric emergencies and non-emergency conditions are not received by these hospitals;
rather, they are directed to a psychiatric hospital within the same city.
Moreover, three of the hospitals are strategically located within the region to serve
outer suburbs and remote areas from the central region. Each hospital has a bed capacity of
50–100 beds and is equipped with standard facilities, including an emergency room, general
surgical and medical departments. Critical cases are routinely referred to the main hospital in
the region to receive more intensive care.
4.8 Approaches and Recruitment
Participants’ approaching and recruiting techniques, which were adapted for this
investigation, are explained below for each section.
4.8.1 Phase 1: Approaching and Recruiting Family Members.
The population of the region in which this study took place was 198,500 people
(Central Department of Statistics & Information, 2007). The probability sampling method
was used in this study—specifically, simple random sampling, which is a basic sampling
method in which a researcher selects a group of subjects (a sample) for study from a larger
group (a population). Each individual is chosen entirely by chance and each member of the
population has an equal chance of being included in the sample. In addition, the random
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sampling technique enables inferences to be made from the sample to the population and
strengthens research (Dörnyei & Taguchi, 2009).
A list of potential FM participants was obtained from the EDs registry for a one-year
period (2010) and a number was assigned for every eligible case. As patients may have
visited EDs more than once during the 12-month period, any duplication of data was deleted
using a special spreadsheet computer programme (Microsoft Office Excel worksheet, 2010).
Patients were identified by their unique identification number (file number), which took the
form of a series of numbers proceeded by an alphabetical letter. The FMs’ patients were
selected using a random computer-generated list (Ruxton & Colegrave, 2006). Selected
patients’ families were then contacted via their respective telephone numbers. The phone
calls targeted FMs who had been with the patient in the ED. During the phone call, potential
participants were introduced to the research topic and then assessed for their eligibility and
agreement to take part in the study. Upon agreement, each FM’s mail address was confirmed,
and they were further informed that they would receive an envelope containing a survey
questionnaire addressed to them but without their names printed on the letter, as approved by
ethics. Some of the FMs general enquiries about the study were addressed during the phone
calls. In addition, no names, private data or other identifiers were collected during the short
phone calls.
4.8.1.1 Sample Size Calculation.
As the researcher needed a representative sample of the population (198,500), a
sample size calculation was necessary in phase 1 of the study. The sample size calculation
revealed that 383 FMs were needed based on the given population, a confidence level of
95%, a margin of error of 5 and response distribution of 50% (Creative Research Systems,
2007). To maximise return and population, four participating public hospitals were the
sample source for FMs. The central hospital had the highest number of FM participants
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(55%), with the remaining participants shared equally among the other three regional
hospitals (15% each) (see Figure 4.1).
Figure 4.1: Four Participating Hospitals and Their Share of FM Recruitment in Phase 1
4.8.2 Phase 2: Approaching and Recruiting Emergency Department Nurses.
The total population of eligible nursing staff who worked in the targeted EDs were
invited to participate. A list of all nurses who worked in EDs in the past five years was
obtained from the General Director of the Office of Nursing. Thus, all eligible nurses were
contacted to take part in this study. Nurses who were on leave or who worked in different
organisations by the time of data collection were contacted either by the nursing office, via e-
mail and/or through phone calls to invite them to participate in the study. The survey was
then sent to them electronically (e-mail) or via returned mail.
Central
Hospital 55%
Regional C
15%
Regional B
15%
Regional A
15% Central Hospital
Regional A
Regional B
Regional C
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4.9 Data Collection Instruments
This study employed two separate sets of questionnaires for each phase of the
research. Using questionnaires is an economic, efficient and confidential way of collecting
information about a population of which little is known, as it is non-threatening and
anonymous (Bryman, 2012). The research tools adapted in this study are further described
below.
4.9.1 Phase 1: Family Members’ Presence Questionnaire (FMPQ).
The FMPQ was adapted with permission from Meyers et al.’s (2000) family presence
investigation. In the original design of the questionnaire, a panel of experts rated the content
relevance of the questionnaire, which had surveyed FMs (Meyers et al., 2000). The reliability
of the core items included in the FMs’ set of questions revealed an overall consistency of
0.92 (calculated by Cronbach’s alpha).
Duran et al. (2007) reported further validation (0.93 Cronbach’s alpha) of Meyers et
al.’s original questionnaire. In addition, Duran et al. (2007) suggested including a shorter
questionnaire with minimal qualitative data (to increase the response rate), surveying
ethnically diverse groups (to examine the role of culture) and studying the family presence
concept in a non-academic hospital (for more generalisability). In developing the final
questionnaire items for the current study (see Appendix 4.1), the above recommendations
were adapted for the current study. In addition, some specific cultural and religious items for
the Middle Eastern context were added based on the critical literature review and the content
validity suggestions from the expert panel formed (Dörnyei & Taguchi, 2009). The overall
consistency of the FMPQ questionnaire was 0.75 (calculated by Cronbach’s alpha).
4.9.2 Translation of Family Members’ Presence Questionnaire.
Translation of the English version of FMPQ content into the Arabic language was
essential to allow Saudi FMs to comprehend and respond to the survey. To ensure the content
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of the questionnaire was accurately translated, the translation process followed the method of
two-way translation advocated by Brislin (1970). First, the FMPQ was translated into the
Arabic language by a bilingual registered translator. Second, it was translated back into
English by an independent bilingual registered translator. Third, the original and the new
English versions were compared by the PhD candidate, and appropriate revisions were made
to the Arabic version (Brislin, 1970). The final revised Arabic version of the FMPQ was
subjected to content validity and pilot testing before being distributed to the Saudi FMs (see
Appendix 4.2).
4.9.3 Phase 2: Emergency Department Nurses’ Questionnaire (EDNQ).
The EDNQ consisted of four sections, including demographic variables, policy-
related questions, previous experiences and a series of scale items that measured variables
related to the attitudes and beliefs of nurses towards family presence during invasive medical
procedures. The policy and experience set of questions was adapted with permission from
Maclean et al.’s (2003) original work in the US. In Maclean et al.’s (2003) study, which
surveyed a large sample of emergency and critical care nurses who were members of
international nurses’ bodies, a survey questionnaire was developed and distributed by the
investigators. A panel evaluated the questions and revised a few items, and the expert team
then approved the tool and rated 100% of the items and the overall survey as relevant in
evaluating policy and experience variables related to family presence practices for nurses.
The tool was further pilot-tested on four different occasions, and a few items were reordered
before the survey was distributed to participants (Maclean et al., 2003). This short,
descriptive tool was chosen due to the importance of its specific items that evaluate nurses’
experiences with family presence and the workplace policy and guidelines related to family
presence. However, Maclean et al. (2003) recommended that future researchers investigate
why nurses do not facilitate family presence. Suggestions to possible answers were given and
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included personal preference, peer pressure and absence of policy. This item was considered
and added to the current EDNQ (item no. 8; see Appendix 4.3).
The last section of the EDNQ consisted of subscale items related to nurses’ attitudes
and beliefs towards family presence during resuscitation and invasive medical procedures.
The questions were adapted with permission from work carried out by Fullbrook et al. (2005)
in Europe. The tool was developed by Fullbrook et al. (2005) based on previous literature and
was designed to evaluate nurses’ attitudes and perceptions during resuscitation procedures.
No validity or reliability tests were reported.
Further, a similar study adapted the same set of questions and recommended the use
of a four-point Likert scale because, according to the investigators, the ‘do-not-know’
variable as a middle value was found to be problematic and was considered a limiting factor
in that study, as the researchers noticed that participants considered this variable a neutral
point (Axelsson et al., 2010). This recommendation supports matching the study
questionnaire’s scale items to a four-point Likert scale. In addition, few items were added
based on literature evidence and the expert panel’s advice to strengthen the questionnaire
specifically for the current unique research settings (Parahoo, 1997). The final revised copy
of the English language EDNQ items was then subjected to content validity and pilot testing
before being distributed to the ED nurses (see Appendix 4.3). The overall consistency of the
EDNQ questionnaire was 0.84 (calculated by Cronbach’s alpha).
4.9.4 Standardising Questionnaire Responses.
It was necessary to standardise all scores in both questionnaires because of previous
research recommendations (Axelsson et al., 2010). In addition, some comparisons were
possibly considered at a later stage between the FMPQ and the EDNQ. This is particularly
salient because the FMPQ scale items were measured on a four-point Likert scale (‘strongly
agree’, ‘agree’, ‘disagree’, ‘strongly disagree’), but the scale items in the EDNQ were
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initially measured on a five-point Likert scale (‘strongly agree’, ‘agree’, ‘do not know’,
‘disagree’, ‘strongly disagree’). Therefore, all scale items in the EDNQ were measured to a
four-point Likert scale because a likely comparison between the phase 1 and phase 2 data
seemed feasible at the planning stage of the research; however, the plan was later omitted due
to time, budget and statistical analysis constraints.
4.10 Content Validity
Content validity of both questionnaires (phase 1 and phase 2) was established by
asking an expert panel to rate the relevance and clarity of each questionnaire. The panel
consisted of three senior emergency nurses and two academic nurses who were independent
of the current study. The members of the panel were selected based on their academic
knowledge and professional work experience in SA EDs (Fain, 2009). The panel encouraged
the use of the questionnaires but made a few important notes and feedback, which were
considered. These included specific cultural and religious questions and some changes to the
format of the questions to make them context-related. In addition, some language terms,
demographic questions, the order of items and a few other presentation issues were modified.
For example, the income-related question was changed based on the advice of the panel from
a quantifiable range of income figures to broad, qualitative descriptions of low, average and
good.
4.10.1 Phase 1: Pilot Study.
Shortly before the distribution of the final questionnaire, 10 FMs who met the
inclusion criteria and who were independent of the main study were asked to complete and
rate the FMPQ. The participants gave important feedback related to the length of time needed
to complete the questionnaire, the clarity of the questions, font size, sensitivity of information
and the appropriateness of the questions to religion and culture. For instance, the question
related to income directly asked how much FMs earned in number categories, but that was
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reported to be inappropriate by the pilot sample recruited. As a result of the cultural
sensitivity of the question, the categories for income were changed to more subjective options
such as average, good and excellent. All of the feedback from the pilot study was considered
in phase 1 of the research.
4.10.2 Phase 2: Pilot Study.
In a similar manner to phase 1 of the research, five ED nurses who were from
different cultural backgrounds and who were independent of the main study helped to pilot-
test the nurses’ group of the EDNQ. Unclear, repetitive, culturally inappropriate or
ambiguous statements were subsequently rewritten or deleted. The time needed to complete
the survey was best known. The font format and size was enlarged and the pages were
numbered. These important adjustments were made prior to the distribution of the EDNQ
(Lancaster, Dodd & Williamson, 2004).
4.11 Distribution and Collection of the Survey Questionnaires (Phase 1 and Phase 2)
The questionnaires were printed and distributed via a stamped, addressed return mail
to FMs (phase 1) and through the nursing affairs department in each region for nurses (phase
2). In addition, the EDNQ was made available electronically (a soft copy), as some nurses
were located far from the research setting at the time of distribution. For instance, some
nurses were on annual leave or were transferred to different hospitals. The EDNQ was sent to
their respective email/mail address through the nursing affair department in the region.
In phase 1, the FMPQs were distributed and collected before phase 2 was
commenced, as per the research process plan. About two weeks after the distribution of 400
survey questionnaires to FMs, replies were collected from each respective ED, where
addressed, for all participating FMs. The last of the questionnaires were received about five
weeks after the distribution date, making the total number of FMs who responded 294 (73.5%
response rate). To increase the odds of participation and encourage participants to return
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completed surveys, the researcher made follow-up calls to all included FMs one week after
distribution. The follow-up phone calls asked FMs if they had received the FMPQ related to
the study and encouraged them to complete it and post it back. A replacement survey was
sent in case they had not received the first letter. Notifying participants beforehand to expect
a letter containing a survey for them to complete has been proven to increase the odds of
response by half, whereas follow-up calls increase the chance of response by more than one-
quarter (Edwards et al., 2009).
In phase 2, the ED nurses needed less time to return the surveys. 124 questionnaires
were distributed and no new responses were received beyond the third week of the survey
distribution. The collection of nurses’ responses took place in each ED in the participating
hospitals. An encouraging friendly non cover vice reminder was placed on the noticeboard in
each ED to increase the chance of receiving a response. 97 nurses completed and returned the
questionnaires making the response rate 78.2%.
4.11.1 Phase 1: Content of Family Members’ Presence Questionnaire.
Saudi FMs were asked retrospectively about their experiences at the ED when they
had attended their FM (the patient who was registered in the ED’s logbook). The FMPQ has
three parts. Part one collected the demographic data of the respondents, part two included
five items that focus on experiences with family presence and part three contained 25 Likert-
scale items that examine variables related to the attitudes and beliefs of FMs regarding their
presence in EDs (see Appendix 4.1).
4.11.2 Phase 2: Content of Emergency Department Nurses’ Questionnaire.
Among the hospitals included, 124 registered nurses were working at the time of data
collection. The EDNQ collected data retrospectively and consisted of four subsections. The
first part covered demographic variables, the second part consisted of five items that
examined the availability of written policies and the preferences of nurses regarding family
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presence, the third part consisted of seven items that evaluated nurses’ experiences with
family presence and the fourth part consisted of 16 Likert-scale items that examined the
variables related to the effect of family presence on nurses’ attitudes and beliefs, procedures,
performance and decisions during CPR and invasive medical procedures (see Appendix 4.3).
4.12 Ethical Considerations
Before commencing the study, the research proposal was approved by the RMIT
University Human Research Ethics Committee (HREC) (see Appendix 4.4). Similarly, the
approval of the General Health Directorate in the region in which the research was conducted
in SA was obtained to access the hospitals’ data for FMs and nurses in order to carry out the
study (see Appendix 4.5).
In addition, the Saudi FMs in phase 1 of this study were given an introductory letter in
the Arabic language with each questionnaire mailed to them in which they were given the
right to refuse participation or to withdraw at any stage of the research (see Appendix 4.6).
FMs were contacted by telephone to seek their verbal permission to send out the survey. The
process was then explained and any questions were answered. Individuals were assured that
participation was voluntary. FMs were assured that the care provided to them and any
member of their family would remain the same and would not be affected if they chose to
withdraw from participation at any stage.
In phase 2, the ED nurses were contacted directly by the researcher with the
assistance and cooperation of head nurses in each hospital. The hospital management was
informed about the research and their permission was granted to conduct the investigation.
Eligible nurses who had moved to remote places were contacted via email by the nursing
office to invite them to participate in the study. Upon their agreement to participate, they
were mailed the survey using returned envelopes or via email—whichever was more
convenient for the participant. Each survey letter contained an introductory page that
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explained the research aims and objectives, significance of the study, defined terms, the
voluntary nature of participation, privacy information and contact details of the researcher
(see Appendix 4.7).
The informed-consent introductory letter was included for both population cohorts to
briefly explain the aims and intended benefits of the study in simple language appropriate to
each group, to reassure them about the security of the information they shared and to provide
them with the contact details and phone number of the researcher should they have any
questions. Upon receiving the questionnaires, the completion and return of the questionnaires
was taken to convey participants’ acceptance of being surveyed.
The standard principles of ethical research practice have been implemented at all
times while working with FMs and ED nurses. This included defining potential participants
to contacting them and seeking their permission to enrol in the study. It also involved the
strict confidential handling of information collected and the privacy of individuals’ personal
information, as well as complete anonymity upon and after the dissemination of the research
results (Oldendick, 2012). Moreover, to the best of the researcher’s knowledge, there were no
known physical risks for the participants caused by this investigation; however, some
questions could have caused them to recall painful memories.
4.13 Data Management
All of the returned hard copy data are kept and maintained safe using a securely
locked compartment for a period of five years (RMIT HREC). Electronic data are saved in
the researcher’s personal computer and protected by hard drive encryption and a password.
Appropriate measures have been taken to protect the data, including installing an antivirus
application, keeping the operation system up-to-date and limiting connections with
potentially dangerous external medias and devices (Blaxter, Hughes & Tight, 2010).
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4.14 Data Analysis Process
The quantitative data analysis process required the data to be coded according to a
numerical system transposed upon the Likert scale according to the nature of the questions.
For example, in bi-polar data, gender was assessed as 1 = male and 2 = female (binary data).
Nominal data can be expressed as n-valued variables. Ordinal data are multi-valued with an
ordering relationship, where the actual distance between any two neighbour values is
unknown. Such data were integrated into a scale format of four-points:
1. Strongly agree 2. Agree 3. Disagree 4. Strongly disagree
Quantitative analysis was conducted using the Statistical Package for Social Sciences
(SPSS) software, version 19, which has been proven to be consistently reliable in a variety of
social science statistical analysis projects. It is currently the most widely used programme for
statistical analysis in the field of social science (Pallant, 2010).
4.14.1 Statistical Analysis (Phase 1 and Phase 2).
The same data analysis strategy was conducted in phase 1 and phase 2 of the research,
as follows. A data matrix was constructed in the SPSS data editor, with the variables
(responses to the questionnaire items) in the columns and the cases (participants) in the rows
(Pallant, 2010). The aim of the data analysis using SPSS was to:
1. compare the demographic characteristics of all participants who responded to the
questionnaires
2. summarise and compare the frequency distributions of their responses to items
concerning experience with family presence
3. summarise and compare the frequency distributions of nurses’ responses to items
concerning policy and guidelines related to family presence (for phase 2 only)
4. summarise the frequency distributions of responses to scale items concerning the
presence of FMs during invasive medical procedures in EDs
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5. perform Exploratory Factor Analysis (EFA) to identify the structural pattern of the
items, and extract factor variables that measured different dimensions of the
participants’ characteristics (e.g. attitudes and beliefs)
6. compare and contrast the factor variables extracted across the demographic categories
of the participants in each phase.
4.14.2 Demographic Data Processing.
The demographic profiles of all FMs (phase 1), and ED nurses (phase 2) were
constructed. The nominal categories were coded with numerical labels that did not imply a
rank or hierarchy (Pallant, 2010). These variables for FMs included gender, marital status,
relationship to client, education level and occupation; for ED nurses, they included gender,
nationality, religion and educational attainment. However, the ordinal categories were coded
with numerical labels that implied a rank order (Pallant, 2010). These variables for FMs
included age and income; for ED nurses, they included age, total years of nursing experience,
total years of nursing experience in SA and total years of experience in EDs. The frequency
distributions (counts and percentages) for each category were tabulated.
4.14.3 Scale Variables Processing.
Questionnaire items that follow the Likert scale pattern required participants to
choose one of four options scored on a four-point scale from ‘Strongly Agree = 1’ to
‘Strongly Disagree = 4’. The frequency distributions of the item scores (counts and
percentages) were tabulated. The trends were summarised based upon whether the majority
(more than 50% of participants) agreed or disagreed with the items. The skewness of the
distributions (whether the highest frequencies were located at the agreement or disagreement
end of the scales) was recorded. The missing values were also counted.
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4.14.4 Data Cleaning.
The inclusion of missing values (i.e. the items that were not answered and left as
blanks in the data matrix) may bias the results of the statistical analysis (Pallant, 2010).
Consequently, it was imperative to screen the responses for missing values. Any consistent or
regular patterns in the missing values were ascertained. Respondents who answered less than
80% of the items were excluded from the study. Consideration was given to replacing the
remaining missing values with the median (50th percentile) or the mean score for the
corresponding item (Pallant, 2010).
4.14.5 Factor Analysis.
Exploratory Factor Analysis (EFA) was performed using each questionnaire’s Likert
scale items concerning participants’ characteristics related to family presence practice. The
aim was to discover whether the scale variables could be explained in terms of a smaller
number of inter-correlated variables (factors), such that each factor measured a different
dimension of participants’ characteristics (Pallant, 2010). The solution to EFA depends on
the sample size, the number of variables and the structure of the correlation matrix (Hair,
Anderson, Babin, Tatman & Black, 2010). A sample of 100 cases and higher (as in phase 2)
is a fair sample for EFA and can produce a meaningful solution, whereas a sample of 200–
300 is considered excellent (as in phase 1) and is likely to produce a meaningful solution
(Hair et al., 2010).
There are two main methods of extracting factors by EFA: Principal Factor Analysis
(PFA) and Principal Components Analysis (PCA). If the researcher simply wants to reduce a
large number of items to a smaller number of underlying latent variables, then PCA is the
preferred technique. However, in this study, the aim is to explore the structure of the
dimensions indicated by inter-correlations between the questionnaire items; thus, PFA is the
preferred choice (Hair et al., 2010). PFA is a correlation-focused approach that identifies the
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least number of factors that can account for the common variance shared by a set of variables.
The loadings or correlations between the factors and the variables are computed. As loadings
represent correlation coefficients between the factors and the variables, their possible values
range from -1 to +1. EFA aims to generate hypotheses rather than test them, so the loadings
were not associated with null hypotheses, p values or significance levels (Wedel, 2010).
As the factor solution can be visualised as a projection into three-dimensional space,
it can be rotated so that a variety of different factors can be extracted depending on which
viewpoint is taken (Wedel, 2010). Varimax is the most common rotation option because it
maximises the variance of the squared loadings of each factor on each variable, which has the
effect of widely differentiating the variables with respect to the factor loadings. Using
Varimax rotation, each factor usually has either a large or a small loading on each variable,
and the factor solution is generally easy to interpret (Hair et al., 2010); however, Varimax
assumes that the factors are not correlated. Nevertheless, Direct Oblimin is a less commonly
used rotation method, providing a solution that allows the factors to be correlated (Costello,
2009). Direct Oblimin rotation was justified in this study on the grounds that it might provide
a more realistic factor solution by including correlated factors.
The structure matrix and the pattern matrix were computed. The structure matrix was
a table of coefficients representing both the unique and common or cross-loaded
contributions of the variables associated with each factor. The pattern matrix contained only
the coefficients representing unique contributions to the factor solution. The pattern matrix
was easier to interpret and was therefore used in this study. The following rules were applied
to interpret the pattern matrix. A valid factor should have an eigenvalue > 1.0 and contain at
least three variables with minimal loadings of ± .3. Variables with factor loadings greater
than ± .6 were considered to contribute most significantly to a factor, whereas variables with
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loadings less than ± .3 were considered to contribute little or nothing, and were subsequently
excluded (Streiner, 2013).
It is assumed that the item scores that constitute a factor were additive, implying that
it was justified to summate or average the item scores to formulate a composite or factor
variable that measures one unifying dimension (Hair et al., 2010). Accordingly, and for the
purposes of this study, different dimensions of the factor variables were formulated by
averaging three or more specified item scores.
4.14.6 Measuring Relationships between Demographic and Factor Variables.
The factor variables computed in this study could theoretically be specified as ordinal
categories rather than continuous or interval-level measures. This is because the variables
were extracted from a sequence of qualitative responses ranked in logical order using
numerical codes ranging from 1 to 4 (Streiner, 2013). Parametric descriptive statistics (e.g.
mean values and standard deviations) and inferential statistics (e.g. t tests and analysis of
variance (ANOVA)) are considered by some statisticians to be inappropriate for the statistical
analysis of ordinal scores (Long, Feng & Cliff, 2003; Sheskin, 2007) and may lead to
erroneous results (Kahler, Rogausch, Brunner & Himmel, 2008). Consequently, non-
parametric Kruskal–Wallis tests (assuming ordinal level variables that were not normally
distributed) were used to test the median scores for each factor variable with respect to the
demographic characteristics of the respondents.
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The decision rule for significant differences between the median scores was
considered if p < .05 for the Chi-Square (χ2) statistic. If p ≥ .05, then there was insufficient
evidence to declare a significant difference between the median scores with respect to the
demographic categories. To provide valid results, the Chi-Square test required at least n = 5
respondents in each category. Consideration was given to collapsing the demographic
categories in order to satisfy this assumption if n < 5 (Sheskin, 2007).
4.14.7 Comparing Phase 1 and Phase 2.
Due to the different nature of the questionnaires and the groups involved in the study,
a direct statistical comparison between the findings of FMs and ED nurses was unachievable.
Therefore, each phase of the study was presented and summarised separately, and a
qualitative comparison of the findings was drawn and is subsequently discussed in light of
the literature (see Chapter 7).
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4.15 Summary
The quantitative design, sampling, method and analysis of the two phases of the
current study were systematically presented in this chapter. It was crucial to adapt the best
available methodological approaches and utilise appropriate tools in order to obtain answers
and meet the research aim and objectives. The ethical principals were laid out, including
specific permissions from both the university and workplace HRECs, which were strictly
adhered to throughout this research.
Statistical findings related to the experiences, attitudes and beliefs of both Saudi FMs
and ED nurses are presented in the subsequent two chapters. Chapter 5 presents the findings
of the first phase of the research related to Saudi FMs’ attitudes and beliefs towards family
presence, and Chapter 6 presents the findings of the second phase, which investigated ED
nurses’ experiences, attitudes and beliefs within the ED setting.
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Chapter 5: Results of Phase 1: Family Members
5.1 Introduction
This chapter reports the statistical analysis findings of phase 1 of the study, which
surveyed 294 Saudi FMs who were recruited using random sampling from medical record
data drawn from four public hospitals in the north-west of SA. FMs were all Saudis and had
previous experiences attending another FM during invasive medical procedures in EDs
within the year prior to the survey being conducted. The demographic profiles of Saudi FMs,
their experiences with family presence and responses to the survey are analysed, and the
findings are presented in this chapter. As outlined in Chapter 4, appropriate non-parametric
statistical analysis is applied. Factor analysis and correlations of variables that highlight
significant findings are presented and summarised towards the end of this chapter.
5.2 Demographic Profile
A demographic profile of the participants (counts and percentages in each category) is
presented in Table 5.1. The total number of respondents was n = 294, of which about two-
thirds (n = 189, 64.3%) were male. All age groups from 18 to 60+ were represented, with
about three-quarters (n = 220, 74.8%) between the ages of 26 and 50. The majority of FMs
surveyed (n = 208, 70.7%) were married. All categories of family relationships to the client
were included, of which the most frequent were sons (n = 59, 20.1%) and brothers (n = 59,
20.1%). Over half (n = 179, 60.9%) had received an education above the level of high school.
Relatively few (n = 14, 4.8%) had received only a primary school education. Most of the
respondents were government employees (n = 136, 46.3%), while smaller proportions
worked in the private sector (n = 48, 16.3%) or were students (n = 49, 16.7%). About three-
quarters (n = 220, 74.8%) described their individual income as average to good, while
relatively few received low (n = 21, 7.1%) or very good (n = 22, 7.5%) incomes.
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Table 5.1
Demographic Profile (n = 294)
Item Category Frequency
1. Age (Years) 1 = 18–21 13 4.4%
2 = 22–25 34 11.6%
3 = 26–30 77 26.2%
4 = 31–35 44 15.0%
5 = 36–40 35 11.9%
6 = 41–45 32 10.9%
7 = 46–50 32 10.9%
8 = 51–55 14 4.8%
9 = 56–60 9 3.1%
10 = 60+ 4 1.4%
2. Gender 1 = Male 189 64.3%
2 = Female 105 35.7%
3. Marital Status 1 = Single 52 17.7%
2 = Married 208 70.7%
3 = Divorced 25 8.5%
4 = Widowed 7 2.4%
0 = Missing 2 .7%
4. Relationship to Client 1 = Husband 30 10.2%
2 = Wife 35 11.9%
3 = Father 27 9.2%
4 = Mother 20 6.8%
5 = Son 59 20.1%
6 = Daughter 34 11.6%
7 = Brother 59 20.1%
8 = Sister 24 8.2%
0 = Missing 6 2.0%
5. Education Level 1 = Primary School 14 4.8%
2 = High School 99 33.7%
3 = Diploma or College 73 24.8%
4 = Bachelor Degree 90 30.6%
5 = Master or PhD Degree 16 5.4%
0 = Missing 2 .7%
6. Occupation 1 = Student 49 16.7%
2 = Government Employee 136 46.3%
3 = Private Sector 48 16.3%
4 = Unemployed 47 16.0%
0 = Missing 14 4.8%
7. Income 1 = Low 21 7.1%
2 = Average 72 24.5%
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3 = Above Average 62 21.1%
4 = Good 86 29.3%
5 = Very Good 31 10.5%
0 = Missing 22 7.5%
5.3 Previous Family Presence and Experience at Emergency Department
Over half of the respondents (n = 161, 54.8%) had made one or two visits to the ED to
visit a patient FM in the two years prior to the time of the survey (2011), while a smaller
proportion (n = 63, 21.4%) had made more than three visits to the ED. Table 5.2 shows the
number of visits made by the Saudi FMs during the two years preceding the survey.
Table 5.2
Previous Visits to the ED (n = 294)
Item Response Frequency
8. Number of visits to the ED in the
past two years (attending a family
member)
1 = One 82 27.9%
2 = Two 79 26.9%
3 = Three 65 22.1%
4 = More than Three 63 21.4%
0 = Missing 5 1.7%
FMs reported varying experiences when they visited EDs. About half (53.7%) of the
FMs surveyed reported that they had positive experiences in the ED when attending a FM;
however, the majority (over 60%): (a) said they had never been invited by medical staff to
witness an invasive medical procedure (n = 220, 74.8%); (b) reported one or more negative
experiences in the ED (n = 189, 64.3%); or (c) had been asked to leave the ED, or had been
escorted by security guards, when trying to witness an invasive medical procedure (n = 181,
61.6%). The previous experiences of Saudi FMs in EDs are described in Table 5.3.
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Table 5.3
Previous Experiences in the ED (n = 294)
Item Yes No
Not
Sure
Missing
Values
9. Have you ever been invited by medical staff to witness
an invasive medical procedure performed on your family
member in the ED?
22 207 64 1
7.5% 70.4% 21.8% .3%
10. Have you had one or more positive experiences in the
ED when attending your family member who underwent
invasive medical procedures?
158 121 14 1
53.7% 41.2% 4.8% .3%
11. Have you had one or more negative experiences in the
ED when attending your family member who underwent
invasive medical procedures?
189 68 36 1
64.3% 23.1% 12.2% .3%
12. Have you ever been asked to leave the ED, or been
physically escorted by security guards when you were
trying to witness invasive medical procedures carried out
on your family member?
181 82 30 1
61.6% 27.9 10.2 .3%
5.4 Family Members’ Presence Attitudes and Beliefs Variables
The attitudes and beliefs of Saudi FMs were measured using questionnaire items in
the FMs’ presence questionnaire. Each item required a choice of one of four options scored
from ‘Strongly Agree = 1’ to ‘Strongly Disagree = 4’. The frequency distributions of the item
responses are summarised in Table 5.4. As a whole, the trend was for the respondents to be
acquiescent, as the majority (more than 50%) strongly agreed or agreed with most of the
items. Consequently, the distributions of the responses were skewed, and the highest
frequencies were located at the agreement end of each item scale. The two exceptions to this
trend were item 32 (I am less likely to take legal action against ED staff if they facilitated my
presence with my family member during invasive medical procedures) of which n = 120
(40.8%) strongly agree or agree, and item 33 (I could be accidentally exposed to blood and
body fluids, which is not allowed in Islam) of which n = 83 (28.2%) strongly agree or agree.
As most FMs’ responses were in agreement or strong agreement with the questionnaire items,
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it is significant to describe the findings for each individual item. These results are described
and presented below.
5.4.1 Agreed with Items.
The majority of FMs (84.7%) said that they agreed or strongly agreed with the idea
that hospital regulations and policies prevented them from attending invasive medical
procedures performed on their FMs in the ED. The majority (89.4%) of respondents agreed
or strongly agreed that their presence in ED was beneficial for their FM while he or she was
undergoing invasive medical procedures. The majority (90.8%) of FMs agreed or strongly
agreed that their presence in ED was beneficial for themselves while their FM was
undergoing invasive medical procedures. Almost all (94.5%) respondents agreed or strongly
agreed on their right to be with their FM in the ED during the carrying out of invasive
medical procedures.
Moreover, more than two-thirds (68%) of Saudi FMs said that they would insist on
being with their hospitalised FMs even if the ED medical staff would not allow them in,
while the majority of the surveyed FMs (92.5%) said that the option to witness invasive
medical procedures performed on any of their FMs in EDs should always be offered to them.
In addition, almost two-thirds of Saudi FMs (64.3%) agreed or strongly agreed that if they
were present, the ED staff performance would have been better than if they were absent, and
61.6% of participants also agreed or strongly agreed that if they were present, the medical
invasive medical procedures would have had a greater chance of success. The majority
(91.8%) of respondents agreed or strongly agreed that if they were present, they could see
which procedure the ED staff was performing on their FM and therefore better understand the
patients’ condition. Similarly, 93.5% of FM respondents agreed or strongly agreed that their
presence with the patient during previous invasive medical procedures fulfilled their religious
duties towards them.
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Further, a significant percentage of FMs (77.2%) agreed or strongly agreed that they
had perceived that ED staffs did not want them to be beside their FMs when invasive medical
procedures were undertaken. The majority (92.2%) of surveyed FMs said that they agreed or
strongly agreed that family presence prevented their ill FM from feeling alone and vulnerable
among strangers (ED staff). More than two-thirds (69.4%) of FMs expressed agreement or
strong agreement that their presence reminded the staff that the patient who was undergoing
invasive medical procedure was a person and a member of their family. Additionally, almost
two-thirds of FMs agreed or strongly agreed with the statement that suggested family
presence caused the healthcare providers to worry or feel nervous because they were being
observed.
A large percentage (85.7%) of Saudi FMs also agreed or strongly agreed that there
was not enough space in the room to accommodate all FMs who wanted to be present, and
89.8% of the surveyed FMs agreed or strongly agreed that they wanted the opportunity to
witness invasive medical procedures performed on any of their FMs in the future. However,
only 51% of respondents agreed or strongly agreed that they could control their feelings,
emotions and actions when witnessing invasive medical procedures being performed on their
FMs in the ED. This was the lowest percentage of agreement when compared to the
respondents’ agreement of the other abovementioned items.
Moreover, more than half of the respondents (58.8%) agreed or strongly agreed on the
concept that ‘Being with my family member during his/her invasive medical procedure was
emotionally upsetting to FMs’, whereas the majority (91.1%) of respondents agreed or
strongly agreed that they wanted to be informed by ED staff of what was being performed in
their FM’s room during invasive medical procedures. With regards to being physically
present in the ED, 82.7% of FMs agreed or strongly agreed that being physically present
during invasive medical procedures helped them come to terms with the reality of death, and
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92.9% of respondents agreed or strongly agreed that their physical presence had helped them
prepare for religious duties and prayers, and it allowed them to communicate with the rest of
family and fulfil important needs. In addition, the spiritual and cultural needs of FMs were
thought to be of great significance to FMs, as 90.4% of respondents agreed or strongly agreed
that there were unmet spiritual and cultural needs for their FMs that the ED staff were
unaware of and therefore could not deliver. However, a lower percentage, but still a majority
(73.1%), of FMs agreed or strongly agreed that those spiritual and cultural needs were more
imperative than any medical invasive medical procedure, especially when the patient’s
condition was extremely critical.
5.4.2 Disagreed with Items.
Only two items in the survey questionnaires were disagreed with by participating
Saudi FMs in this study. First, there was disagreement or strong disagreement (58.5%) that
FMs were less likely to take legal action against ED staff if they facilitated their presence
with their FMs during invasive medical procedures. This statistically implies that 58.5% of
FMs would consider taking legal action against ED staff, even if they facilitated their
presence. Second, the majority (69%) of FMs who responded disagreed or strongly disagreed
with the suggestion that they could be accidentally exposed to blood and body fluids, which
is not allowed in Islam. Thus, the religious imperatives associated with exposure to blood or
body fluids were not negated by the importance of being present and were not a key concern
for the majority of FMs.
The responses of Saudi FMs to the attitudes and beliefs items of the survey are
summarised and presented in Table 5.4.
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Table 5.4
Questionnaire Items (n = 294) Recorded using the Family Members’ Presence Survey
Item Strongly
Agree
Agree Disagree Strongly
Disagree
Missing
Values
13. The hospital regulations and policies prevent you from attending invasive medical procedures
performed on your family in the ED.
120 129 33 7 5
40.8% 43.9% 11.2% 2.4% 1.7%
14. My presence in ED was beneficial for my family member while (s)he was undergoing
invasive medical procedures.
115 148 23 6 2
39.1% 50.3% 7.8% 2.0% .7%
15. My presence in ED was beneficial for me while my family member was undergoing invasive
medical procedures.
127 140 17 7 3
43.2% 47.6% 5.8% 25.4% 1.0%
16. I have the right to be with my family member in the ED when they have invasive medical
procedures.
193 85 10 4 2
65.6% 28.9% 3.4% 1.4% .7%
17. I will insist to be with my family member even if the ED staff did not allow me. 107 93 66 26 2
36.4% 31.6% 22.4% 8.8% .7%
18. Having the option to witness invasive medical procedures performed on my family member in
the ED should be offered to me.
225 47 15 5 2
76.5% 16.0% 5.1% 4.7% .7%
19. If I am present, the ED staff’s performance will be better. 70 119 74 29 2
23.8% 40.5% 25.2% 9.9% .7%
20. If I am present, the medical invasive medical procedures are more likely to succeed. 60 121 80 30 3
20.4% 41.2% 27.2% 10.2% 1.0%
21. If I am present, I can see which procedure the ED staff is performing on my family member
and therefore better understand their condition.
195 75 15 7 2
66.3% 25.5% 5.1% 2.4% .7%
22. My presence with my family member during previous invasive medical procedures fulfilled
my religious duties towards them.
167 108 16 1 2
56.8% 36.7% 5.4% .3% .7%
23. The ED’s staff did not want me to be with my family member when an invasive medical
procedure was undertaken.
71 156 54 10 3
24.1% 53.1% 18.4% 3.4% 1.0%
24. My presence prevented my family member from feeling alone and vulnerable among
strangers.
174 97 14 4 5
59.2% 33.0% 4.8% 1.4% 1.7%
25. My presence reminded the staff that the patient is a person and a member of a family. 97 107 66 21 3
33.0% 36.4% 22.4% 7.1% 1.0%
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Item Strongly
Agree
Agree Disagree Strongly
Disagree
Missing
Values
26. My presence caused the healthcare providers to worry or feel nervous since they were being
observed.
91
31.0%
97
33.0%
68
23.1%
36
12.2%
2
.7%
27. There was not enough space in the room to accommodate family members who wanted to be
present.
165 87 30 10 2
56.1% 29.6% 10.2% 3.4% .7%
28. If given the chance in the future, I would like to have the opportunity to witness invasive
medical procedures performed on my family member.
202 62 19 9 2
68.7% 21.1% 6.5% 3.1% .7%
29. I can control my feelings, emotions and actions when witnessing invasive medical procedures
being performed on my family member in the ED.
43 107 89 53 2
14.6% 36.4% 30.3% 18.0% .7%
29R. I can control my feelings, emotions and actions when witnessing invasive medical
procedures being performed on my family member in the ED (reversed scores).
53
18.0%
89
30.3%
107
36.4%
43
14.6%
2
.7%
30. Being with my family member during his/her invasive medical procedure was emotionally
upsetting to me.
68 105 73 46 2
23.1% 35.7% 24.8% 15.6% .7%
31. I want to be informed by ED staff of what is being done in my family member’s room during
invasive medical procedures.
213 55 14 10 2
72.4% 18.7% 4.8% 3.4% .7%
32. I am less likely to take legal action against ED staff if they facilitated my presence with my
family member during invasive medical procedures.
38 82 95 77 2
12.9% 27.9% 32.3% 26.2% .7%
33. I could be accidentally exposed to blood and body fluids, which is not allowed in Islam. 26 57 110 93 8
8.8% 19.4% 37.4% 31.6% 2.7%
34. By being physically present would help me come to terms with reality of death. 139 104 34 15 2
47.3% 35.4% 11.6% 5.1% .7%
35. By being physically present would help me prepare for my religious duties, prayers and talk
with the rest of my family.
174 99 18 1 2
59.2% 33.7% 6.1% .3% .7%
36. There are spiritual needs for my family member that the ED staff are unaware of and cannot
deliver.
178 88 22 4 2
60.5% 29.9% 7.5% 1.4% .7%
37. The spiritual needs for my family member are more important than any medical invasive
medical procedure, especially when his/her condition is critical.
103 112 58 19 2
35.0% 38.1% 19.7% 6.5% .7%
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5.5 Missing Values
As the inclusion of missing responses could bias the results of the statistical analysis,
it was imperative to clean the data by screening and removing the missing values recorded in
Table 5.4. Two respondents that answered ≤ 30% of the 25 items (see Table 5.5) were
excluded because their responses were not representative. This reduced the sample size to n =
292, with an item completion rate of 99.4%. Among these responses, 16 missing values were
found in seven items (see Table 5.6). However, no consistent pattern was observed in the
missing responses.
Table 5.5
Items Completion Rate (n = 294)
Total Number of Items
Answered
% of
Items Answered
Number of
Respondents
% of Respondents
7 19% 1 .3%
11 30% 1 .3%
Total Excluded Respondents (Completed ≤ 30% of Items) 2 .6%
34 92% 2 .7%
35 95% 9 3.1%
36 97% 41 13.9%
37 100% 240 81.6%
Total Included Respondents (Completed ≥ 92% of Items) 292 99.4%
The most frequent missing values were in item 33 (I could be accidentally exposed to
blood and body fluids, which is not allowed in Islam) for which n = 8 (2.7%) respondents did
not reply. The reasons why the respondents did not reply is unknown. As the frequency
distributions of the responses were skewed rather than normally distributed, a median (50th
percentile or central) score of 1, 2 or 3 for the corresponding item was used to replace each
missing value (see Table 5.6), rather than the mean score, which assumed normality
(Snijders, 2011).
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Table 5.6
Replacement of Missing Values with Median Scores (n = 292)
5.6 Factor Analysis
The dimensional structure of the items used to consolidate the factors of the
respondents was extracted from the pattern matrix using Principal Axis Factoring with Direct
Oblimin Rotation and Kaiser Normalisation. The pattern matrix contained only the
coefficients representing unique contributions to the factor solution. The pattern matrix was
easier to interpret and was therefore used in this study. The following rules were applied to
interpret the pattern matrix. A valid factor should have an eigenvalue > 1.0 and contain at
least three variables with minimal loadings of ± .3. Variables with factor loadings greater
than ± .6 were considered to contribute most significantly to a factor, whereas variables with
loadings less than ± .3 were considered to contribute little or nothing, and were subsequently
excluded (Streiner, 2013). This method assumed that all of the items measured constructs in
the same logical direction and that the factors would be inter-correlated. A solution with six
factors, each with eigenvalues > 1 was extracted, explaining 58.25% of the variance (see
Table 5.7). Consequently, six factor variables were formed, defined as the reversed average
score for each cluster of 3–6 items.
Item Responses
Median ScoreValid Missing
13 289 3 2
15 291 1 2
20 291 1 2
23 291 1 2
24 289 3 1
25 291 1 2
33 286 6 3
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Table 5.7
Structure of the Questionnaire, Extracted from the Pattern Matrix by Principal Axis Factoring with Direct Oblimin Rotation and Kaiser
Normalisation (n = 292)
Loadings from the Pattern Matrix
Factor
1
Factor
2
Factor
3
Factor
4
Factor
5
Factor
6
Percentage of Variance Explained by Each Factor
Cumulative Percentage
20.97%
20.97%
10.61
%
31.58
%
7.84%
39.42
%
7.02%
46.44
%
6.14%
52.58
%
5.67%
58.25
%
Eigenvalues 5.412 2.738 2.023 1.811 1.584 1.463
Ite
m
Factor 1: FMs Attitudes and Beliefs Towards Family Presence
18 Having the option to witness invasive medical procedures performed on my family member
in the ED should be offered to me. .754
28 If given the chance in the future, I would like to have the opportunity to witness invasive
medical procedures performed on my family member. .710
21 If I am present, I can see which procedure the ED staff is performing on my family member
and therefore better understand their condition. .708
31 I want to be informed by ED staff of what is being done in my family member’s room
during invasive medical procedures. .658
16 I have the right to be with my family member in the ED when they have invasive medical
procedures. .652
Factor 2: Spiritual and Cultural Needs of FMs
35 By being physically present would help me prepare for my religious duties, prayers and talk
with the rest of my family. .705
36 There are spiritual needs for my family member that the ED staff are unaware of and cannot
deliver. .536
22 My presence with my family member during previous invasive medical procedures fulfilled
my religious duties towards them. .516
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34 Being physically present would help me come to terms with reality of death.
.514
37 The spiritual needs for my family member are more important than any invasive medical
procedure, especially when his/her condition is critical. .503
24 My presence prevented my family member from feeling alone and vulnerable among
strangers. .369
Factor 3: Family Presence Effect on Invasive Procedures
19 If I am present, the ED staff’s performance will be better.
-.722
20 If I am present, the medical invasive medical procedures are more likely to
succeed. -.688
25 My presence reminded the staff that the patient is a person and a member of a
family. -.636
Factor 4: Family Presence Emotional Effect on FMs
30 Being with my family member during his/her invasive medical procedure
was emotionally upsetting. .609
29R a I can control my feelings, emotions and actions when witnessing invasive
medical procedures being performed on my family member in the ED. .532
33 I could be accidentally exposed to blood and body fluids, which is not
allowed in Islam. .524
Factor 5: Family Presence Effect on Family Unit
14 My presence in ED was beneficial for my family member while (s)he was
undergoing invasive medical procedures. .835
15 My presence in ED was beneficial for me while my family member was
undergoing invasive medical procedures.
.779
.355
13 The hospital regulations and policies prevent you from attending invasive
medical procedures performed on your family in the ED.
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Factor 6: FMs Interruptions with Procedures
26 My presence caused the healthcare providers to worry or feel nervous
because they were being observed. .744
27 There was not enough space in the room to accommodate family members
who wanted to be present. .723
32
17
I am less likely to take legal action against ED staff if they facilitated my
presence with my family member during invasive medical procedures.
I will insist to be with my family member even if the ED staff do not allow
me.
.642
.621
Note: a Item 29 was reverse scored so that it measures emotional effects in the same logical direction.
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5.6.1 Conceptual and Operational Definitions of Factors
The six factors extracted from the pattern matrix are summarised in Table 5.8. As it
was more logical to correlate a high level of the factor effect with a high score rather than a
low score, the original questionnaire scoring was reversed for statistical analysis purposes by
subtracting each average score from 5, so that ‘1 = Very Low’ and ‘4 = Very High’. To
illustrate an example, and to simplify the interpretation of the scores, the original mean score
of the first factor (FMs’ attitudes and beliefs towards family presence) was calculated as 1.39,
which indicates strong agreement (very positive attitudes and beliefs towards family
presence). However, to make the scoring more logical with the effect, the score can be
reversed using the following equation without affecting the results: 5–1.39 = 3.61. Therefore,
the higher the score average, the higher the agreement, and vice versa. This simple
calculation step was adapted to ease the interpretation of the findings.
It is important to note that the positive or negative interpretation of the factors is
primarily based on the collective evidence-based assumption that family presence is
beneficial for both FMs and healthcare providers. This interpretation also agrees with the
original studies that developed the questions for the scale items (Meyers et al., 2000) and the
knowledge found in the literature concerning family presence (McDowell, 2006).
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Table 5.8
Conceptual and Operational Definitions for Six Factor Variables
Variable Conceptual Definition Operational Definition
Number
of Items
Computation Interpretation of Scores
Factor 1 FMs’ Attitudes and
Beliefs Towards
Family Presence
5 5 minus Average
Score for Related
Items
4 = Very Positive
3 = Positive
2 = Negative
1 = Very Negative
Factor 2 Spiritual and Cultural
Needs of FMs
6 5 minus Average
Score for Related
Items
4 = Very High Needs
3 = High
2 = Low
1 = Very Low
Factor 3 Family Presence
Effect on Invasive
Medical Procedures
3 5 minus Average
Score for Related
Items
4 = Very Positive Effect
3 = Positive
2 = Negative
1 = Very Negative
Factor 4 Family Presence
Emotional Effect on
FMs
3 5 minus Average
Score for Related
Items
4 = Very High Emotions
3 = High
2 = Low
1 = Very Low
Factor 5 Family Presence
Effect on Family Unit
3 5 minus Average
Score for Related
Items
4 = Very Positive Effect
3 = Positive
2 = Negative
1 = Very Negative
Factor 6 FMs’ Interruptions
with Procedures
4 5 minus Average
Score for Related
Items
4 = Very High Interruption
3 = High
2 = Low
1 = Very Low
The frequency distributions of the six variables deviated from bell-shaped normal
curves (see Figure 5.1). The Kolmogorov–Smirnov Z statistics for each variable were
significant at p < .001, confirming that the distributions departed strongly from normality
(see Table 5.9). Consequently, the parametric statistics were not justified to summarise or
analyse the responses (Sheskin, 2007).
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Figure 5.1: Frequency Distributions of the Factor Variables (n = 292)
The descriptive statistics reflected skewed distributions in which the mean, median
and mode were not located exactly at the centre. The skewness statistics were consistently
negative, implying left-skewed distributions. The highest frequencies were generally located
on the right-hand sides of the distributions, reflecting the general trend for acquiescence, with
a median (50th percentile) score between 2.33 and 3.80 for each item (see Table 5.9).
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Table 5.9
Descriptive Statistics for the Factor Variables (n = 292)
Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6
Mean 3.61 3.39 2.69 2.41 3.28 3.06
Median 3.80 3.50 2.75 2.33 3.33 3.00
Mode 4.00 3.33 2.75 3.00 3.00 3.33
SD .549 .452 .659 .720 .560 .670
Skewness -2.366 -.836 -.307 -.006 -.948 -.521
Kolmogorov–Smirnov Z 4.137 2.179 2.333 2.181 2.481 2.473
p <.001* <.001* <.001* <.001* <.001* <.001*
Note: * Significant deviation from normality (p < .001)
A correlation matrix using Spearman’s Rank Non-Parametric Correlation Coefficients
(assuming ordinal level variables that were not normally distributed) indicated significant
correlations at p < .05. Factor 1 was consistently correlated with the other five factors,
implying that it was a mediating variable (see Table 5.10). The use of Direct Oblimin
Rotation in the factor analysis was therefore justified.
Table 5.10
Spearman’s Rank Non-Parametric Correlation Matrix (n = 292)
Factor 1 Factor 2 Factor 3 Factor 4 Factor 5
Factor 2 .333*
Factor 3 .189* .017
Factor 4 -.231* -.152* -.097
Factor 5 .378* .050 .170* -.136*
Factor 6 .191* .039 .271* -.065 .214*
Note: * Significant correlation between factors (p < .05)
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5.7 Relationships between Demographic and Factor Variables
Non-parametric Kruskal–Wallis tests (assuming ordinal level variables that were not
normally distributed) were used to test the median scores for each factor variable and how it
varied with respect to the demographic categories. The decision rule was that if p ≥ .05 for
the Chi-Square (χ2) statistic, then there was insufficient evidence to declare a significant
difference between the median scores. To provide valid results, the test assumed at least n = 5
respondents in each category. To satisfy this assumption, the number of age categories was
reduced from 10 to five because some age subgroups prior to analysis had fewer than five
cases.
The results of median scores for each factor with respect to demographic and family
presence experience variables are presented and summarised in table format. Tables 5.11 and
5.12 highlight the factor variable scores by age and gender of the FMs’ variables.
Table 5.11
Comparison of Median Scores of Factor Variables with Respect to Age (n = 292)
Variable Age Group (Reduced from 10 to 5 categories) Kruskal–Wallis test
18–25 26–35 36–45 46–55 56+ χ2 p
n 46 120 67 46 13
Factor 1 3.64 3.75 3.76 3.86 3.89 12.751 .013*
Factor 2 3.50 3.43 3.42 3.54 3.28 2.390 .664
Factor 3 2.50 2.78 2.84 2.95 2.75 8.905 .064
Factor 4 2.67 2.14 2.39 2.06 2.44 13.176 .010*
Factor 5 3.11 3.28 3.38 3.40 3.21 10.154 .038*
Factor 6 2.94 3.12 3.15 3.28 3.33 6.694 .153
Note: * Significant difference between median scores (p < .05)
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Table 5.12
Comparison of Median Scores of Factor Variables with Respect to Gender (n = 292)
Variable Gender Kruskal–Wallis test
Male Female χ2 p
n 188 104
Factor 1 3.93 3.67 10.796 .018*
Factor 2 3.63 3.20 .343 .558
Factor 3 2.81 2.58 6.341 .012*
Factor 4 2.10 2.91 62.729 <.001*
Factor 5 3.28 3.29 .071 .790
Factor 6 3.14 3.14 .234 .628
Note: * Significant difference between median scores (p < .05)
Tables 5.13 and 5.14 highlight the factor variable scores by marital status and
relationship to patient variables.
Table 5.13
Comparison of Median Scores of Factor Variables with Respect to Marital Status (n = 290)
Variable Marital Status Kruskal–Wallis test
Single Married Divorced Widowed χ2 p
n 51 207 25 7
Factor 1 3.74 3.75 3.88 3.84 6.620 .085
Factor 2 3.55 3.46 3.20 3.39 7.450 .059
Factor 3 2.50 2.79 2.93 2.94 10.173 .017*
Factor 4 2.24 2.42 2.85 2.67 8.792 .032*
Factor 5 3.20 3.29 3.33 3.33 1.664 .645
Factor 6 2.98 3.17 3.17 3.14 3.383 .336
Note: * Significant difference between median scores (p < .05)
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Table 5.14
Comparison of Median Scores of Factor Variables with Respect to Relationship to Patient (n
= 287)
Variable Relationship to Client Kruskal–Wallis
test
Husband Wife Father Mother Son Daughter Brother Sister χ2 p
n 30 35 27 20 59 34 59 23
Factor 1 3.83 3.77 3.84 3.83 3.66 3.78 3.78 3.83 7.115 .417
Factor 2 3.76 3.24 3.82 3.29 3.73 3.17 3.74 3.16 15.027 .036*
Factor 3 2.96 2.43 3.06 2.79 2.96 2.41 2.99 2.38 21.202 .003*
Factor 4 1.97 2.86 1.97 2.62 2.09 2.92 2.23 3.05 66.072 .001*
Factor 5 3.37 3.45 3.76 3.28 3.24 3.26 3.24 3.14 12.595 .083
Factor 6 3.30 3.26 3.23 3.04 3.24 3.08 2.91 3.00 12.371 .085
Note: * Significant difference between median scores (p < .05)
Tables 5.15 and 5.16 highlight the factor variable scores by education level and
occupation of FMs.
Table 5.15
Comparison of Median Scores of Factor Variables with Respect to Education (n = 292)
Variable Education Level Kruskal–Wallis test
Primary
School
High
School
Diploma
or College
Bachelor
Degree
Master
or PhD
Degree
χ2 p
n 14 99 73 88 16
Factor 1 3.89 3.71 3.86 3.69 3.70 7.355 .052
Factor 2 3.38 3.34 3.55 3.51 3.53 12.965 .011*
Factor 3 2.92 2.76 2.70 2.76 2.69 3.039 .551
Factor 4 2.13 2.66 2.48 2.24 2.46 9.153 .057
Factor 5 3.37 3.28 3.47 3.44 3.47 14.489 .006*
Factor 6 3.44 3.16 3.39 2.84 2.99 28.946 <.001*
Note: * Significant difference between median scores (p < .05)
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Table 5.16
Comparison of Median Scores of Factor Variables with Respect to Occupation (n = 278)
Variable Occupation Kruskal–Wallis test
Student Government
Employee
Private
Sector
Unemployed χ2 p
n 49 134 48 47
Factor 1 3.76 3.75 3.46 3.36 3.305 .347
Factor 2 3.48 3.46 3.49 3.36 2.119 .548
Factor 3 2.65 2.76 2.86 2.77 3.214 .360
Factor 4 2.37 2.34 2.30 2.81 7.786 .051
Factor 5 3.20 3.27 3.33 3.32 3.369 .338
Factor 6 2.96 3.10 3.38 3.22 7.844 .052
Note: * Significant difference between median scores (p < .05)
Tables 5.17 and 5.18 highlight the factor variable scores by income and number of
ED visits.
Table 5.17
Comparison of Median Scores of Factor Variables with Respect to Income (n = 270)
Variable Income Kruskal–Wallis test
Low Average Above
Average
Good Very
Good
χ2 p
n 21 72 62 84 31
Factor 1 3.74 3.75 3.72 3.83 3.80 5.197 .268
Factor 2 3.31 3.47 3.25 3.59 3.57 18.879 <.001*
Factor 3 2.89 2.91 2.70 2.69 2.71 7.793 .099
Factor 4 2.53 2.48 2.51 2.51 2.19 3.828 .430
Factor 5 3.39 3.28 3.24 3.32 3.30 1.101 .894
Factor 6 3.19 3.17 3.14 3.17 3.09 .378 .984
Note: * Significant difference between median scores (p < .05)
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Table 5.18
Comparison of Median Scores of Factor Variables with Respect to Number of ED visits (n =
288)
Variable Number of ED Visits Kruskal–Wallis test
1 2 3 > 3 χ2 p
n 82 79 65 62
Factor 1 3.83 3.74 3.78 3.72 2.640 .451
Factor 2 3.54 3.39 3.41 3.50 4.322 .229
Factor 3 2.35 2.78 2.92 2.76 25.760 <.001*
Factor 4 2.80 2.73 2.11 2.13 30.005 <.001*
Factor 5 3.23 3.24 3.48 3.25 9.140 .027*
Factor 6 2.77 3.22 3.22 3.26 17.661 .001*
Note: * Significant difference between median scores (p < .05)
5.8 Summary of Differences in the Demographics
Notably, and across all demographic variables, the highest frequencies were generally
located on the right-hand sides of the distributions, reflecting the general trend for
acquiescence with the suggestions in the survey items. The median score for all items ranged
between 2.33 and 3.80. This right-side skewness indicates a high level of agreement
produced throughout and is reflected in most factors analysed. A summary of the Kruskal–
Wallis tests results, which highlights all statistics that were significant at p < .05, is provided
in Table 5.19.
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Table 5.19
Summary of Kruskal–Wallis Tests
Variable Age Gender Marital
Status
Relationship
to Client
Education Occupation Income Number
of ED
visits
Factor 1 * *
Factor 2 * * *
Factor 3 * * * *
Factor 4 * * * * *
Factor 5 * * *
Factor 6 * *
Note: * Significant difference between median scores (p < .05)
The significant association within each factor and the demographic profiles of Saudi
FMs can be summarised as follows. Factor 1 (attitudes and beliefs of FMs towards family
presence) varied significantly (p < .05) with respect to participants’ age and gender. Higher
scores (median = 3.86 to 3.89) were recorded for respondents aged over 45 years compared to
younger respondents (median = 3.64 to 3.75), and the median score for male FMs was higher
(3.93) than females (3.67). The high average scores of medians for this factor across all
demographic variables statistically represent the positive attitudes and beliefs of Saudi FMs
towards family presence, as presented in Table 5.8.
Factor 2 (spiritual and cultural needs of FMs) varied significantly (p < .05) with
respect to the relationship to the patient, education and income. Factor 2 was higher for
fathers, husbands, sons and brothers (median = 3.73 to 3.82) compared to wives, daughters,
mothers and sisters (median = 3.16 to 3.29). It was also higher for those with a college or
university education level (median = 3.51 to 3.55) than for those with a primary or secondary
school education (median = 3.34 to 3.38). It was higher for respondents with good or very
good incomes (median = 3.57 to 3.59) compared to those with lower incomes (median = 3.25
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to 3.47). The higher the average of median scores, the higher the spiritual and cultural needs
of FMs, and vice versa. The scores ranged from 1 = very low needs to 4 = very high needs.
Factor 3 (family presence effect on invasive medical procedures) varied significantly
(p < .05) with respect to gender, marital status, relationship to client and the number of ED
visits. Factor 3 was higher for males (median = 2.81) than for females (median = 2.58), and it
was higher for those who were divorced or widowed (median = 2.93 to 2.94) compared to
those who were married (median = 2.79), with the lowest score being for single respondents
(median = 2.50). It was also higher for fathers, husbands, sons and brothers (median = 2.96 to
3.06) compared to mothers, daughters, sisters and wives FMs (median = 2.38 to 2.79), and it
was higher for respondents who had made two or more ED visits (median = 2.76 to 2.92)
than for those who had made only one ED visit (median = 2.35). It important to note that
higher average median scores reflect the FMs’ belief that their presence had a positive effect
on the invasive medical procedures carried out on their FMs (patients). It can be concluded
that FM groups with statistically significant higher score have a stronger belief that their
presence had a positive effect on the invasive medical procedures compared to FMs in the
same group with lower scores.
Factor 4 (family presence emotional effect on FMs) varied significantly with respect
to age, gender, marital status, relationship to client and number of ED visits. Factor 4 was
higher for younger respondents aged 18–25 (median = 2.67) compared to older respondents
(median = 2.14 to 2.44), and it was higher for females FMs (median = 2.91) than for males
(median = 2.10). It was also higher for mothers, wives, daughters and sisters (median = 2.62
to 3.05) compared to male FMs (median = 1.97 to 2.23), higher for married FMs (2.42) than
for singles (2.24), and higher for respondents who had made one or two ED visits (median =
2.73 to 2.80) than for those who had made three or more ED visits (median = 2.11 to 2.13).
FMs’ groups for whom the median scores were higher reflects their belief that the family
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presence experience was very emotional for them, and the difference presented here shows
the difference between those groups.
Factor 5 (family presence effect on family unit) varied significantly (p < .05) with
respect to age, education and number of ED Visits. Factor 5 was higher for older family
members aged over 25 years (median = 3.21 to 3.38) than for younger FMs aged 18–25 years
(median = 3.11), higher for those with a college or university education (median = 3.43 to
3.47) than for those with a primary or secondary school education (median = 3.27 to 3.37),
and higher for respondents who had made two or more ED visits (median = 3.24 to 3.48)
compared to those who had only made one ED visit (median = 3.23). A higher median value
for this factor represents the positive effect of family presence on the family unit. The higher
the difference between the groups, the higher the difference in the belief that family presence
had a positive effect on the family unit.
Finally, factor 6 (FMs’ interruptions with procedures) varied significantly (p < .05)
with respect to education and number of ED visits. Factor 6 was higher for those with a
primary school, secondary school or diploma/college degree (median = 3.16 to 3.44)
compared to those who attained a bachelor, master or PhD degree (median = 2.84 to 2.99),
and higher for respondents who had made two or more ED visits (median = 3.22 to 3.26)
compared to those who had only made one ED visit (median = 2.77). It can be concluded that
FMs’ education level and number of visits to EDs (experience) were associated with the
belief that family presence causes interruptions to necessary invasive medical procedures in
EDs. FMs with more ED visits and FMs with an education lower than university level were
found to be significantly more worried than other FMs’ counterparts that family presence in
the ED causes interruptions to invasive medical procedures.
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5.9 Conclusion
The attitudes of Saudi FMs were found to be very positive towards family presence,
with high scores contending for the imperative of meeting spiritual and cultural needs. The
FMs surveyed had a strong belief that family presence was their right and was beneficial to
both themselves and their hospitalised FMs during invasive medical procedures in EDs in the
Saudi hospital setting.
The demographic profiles of Saudi FMs and their family presence experiences in EDs
have been analysed and presented in this chapter. Certain demographic characteristics—
particularly male gender, age, relationship to patient and number of previous ED visits—had
strong statistical correlations with the factors produced by the analysis of this phase of the
research.
In Chapter 7, the findings of the current phase of the study are critically discussed. In
particular, the results are further emphasised by comparing and contrasting the significant
findings against the existing regional and international literature in light of the set research
questions. The next chapter will present the findings related to ED nurses’ experiences,
attitudes and beliefs towards family presence produced by phase 2 of the study.
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Chapter 6: Results of Phase 2: Emergency Department Nurses
6.1 Introduction
This chapter reports the statistical analysis findings of phase 2 of the research, which
involved 97 ED nurses. The surveyed nurses were recruited from four public general
hospitals in SA according to past experience working in EDs. The demographic profile of the
ED nurses and the pattern of their responses are presented in this chapter. Appropriate non-
parametric statistical analysis is applied, and the significant correlations are presented and
summarised throughout this chapter.
6.2 Demographic Profile
Demographic profiles of the ED nurses (counts and percentages in each category) are
presented in Table 6.1. The total number of respondents was n = 97, of which about two-
thirds (n = 60, 61.9%) were female. All age groups from 22 to 55+ years old were
represented, and more than three-quarters (n = 81, 83.5%) were between the ages of 22 and
40. Over half of the nurses (n = 51, 52.6%) were of Saudi nationality, almost one-third were
from the Philippines (n = 29, 29.9%) and the rest of the nurses were Indian nationals (n = 14,
14.4%), with three other nurses from different nationalities. About two-thirds (n = 63, 64.9%)
declared themselves as Muslims, while one-third (n = 29, 29.9%) reported their religion as
Christian.
Nearly one-third of participating nurses (n = 31, 32.0%) had over 10 years of nursing
experience, 23.7% (n = 23) had 1–3 years, 21.6% (n = 21) had 4–6 years of nursing
experience and 20.6% of nurses had 7–10 years of experience (n = 20). Moreover, the
majority of ED nurses had 1–6 years of experience in SA (n = 53, 54.7%), 21.6% of nurses
had 7–10 (n = 21) and 18.6% of nurses had over 10 years of experience in SA (n = 18). In
addition, experience in the ED varied among the nurses, with most nurses having 1–6 years
of experience in the ED (n = 70, 72.1%) and a relatively smaller proportion (n = 12, 12.4%)
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with 7–10 years of experience in the ED. Nurses’ educational attainments were mainly
divided between diploma certificate level and a degree level in nursing (n = 46, 47.4% and n
= 44, 45.4% respectively). Only a few nurses held a post-graduate level in nursing (n = 7,
7.2%).
Table 6.1
Demographic Profile of ED Nurses (n = 97)
Item Category Frequency
1. Age (Years) 1 = 22–25 16 16.5%
2 = 26–30 26 26.8%
3 = 31–35 23 23.7%
4 = 36–40 16 16.5%
5 = 41–45 7 7.2%
6 = 46–50 5 5.2%
7 = 51–55 3 3.1%
8 = Above 55 1 1.0%
2. Gender 1 = Male 35 36.1%
2 = Female 60 61.9%
0 = Missing 2 2.1%
3. Nationality 1 = Saudi 51 52.6%
2 = Philippines 29 29.9%
3 = Indian 14 14.4%
4 = Indonesian 1 1.0%
5 = Egyptian 2 2.1%
4. Religion 1 = Muslim 63 64.9%
2 = Christian 29 29.9%
3 = Others 5 5.2%
5. Total Nursing Experience
(Years)
1 = Less than 1 1 1.0%
2 = 1–3 23 23.7%
3 = 4–6 21 21.6%
4 = 7–10 20 20.6%
5 = Above 10 31 32.0%
0 = Missing 1 1.0%
6. Experience in SA (Years) 1 = Less than 1 4 4.1%
2 = 1–3 28 28.9%
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Item Category Frequency
3 = 4–6 25 25.8%
4 = 7–10 21 21.6%
5 = Above 10 18 18.6%
0 = Missing 1 1.0%
7. Experience in EDs (Years) 1 = Less than 1 9 9.3%
2 = 1–3 33 34.0%
3 = 4–6 37 38.1%
4 = 7–10 12 12.4%
5 = Above 10 3 3.1%
0 = Missing 3 3.1%
8. Educational Attainment 1 = Diploma Certificate in Nursing 46 47.4%
2 = Bachelor Degree 44 45.4%
3 = Post Graduate Qualification in
Nursing
3 3.1%
4 = Master Degree 4 4.1%
5 = PhD / Professional Doctorate 0 0.0%
6.3 Emergency Departments’ Policy and Practices
Responses from the participants regarding EDs’ policy and practices for the presence
of FMs during CPR and invasive medical procedures are summarised in Table 6.2. The total
number of respondents was n = 97; with regards to EDs’ policy, the majority (n = 78, 80.4%)
of ED nurses surveyed indicated that they did not have a policy in their respective hospital
that allowed family presence during CPR. While more than two-thirds of ED nurses said that
their unit did not have a policy that allowed family presence during invasive medical
procedures (n = 65, 67.0%), 69.1% said there was not a policy that prohibited family
presence during CPR (n = 67) either. A similar percentage of nurses reported the absence of
an ED policy that prohibited family presence during invasive medical procedures (n = 64,
66.0%).
Further, in relation to the practice of family presence at ED units where nurses
worked, nurses were asked to respond to statements that suggested that their units: (a) allow
family presence during CPR or invasive medical procedures by choosing ‘yes’, ‘no’ or ‘not
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sure’ options; or (b) prohibited family presence during CPR and invasive medical procedures.
Conclusions can then be drawn regarding whether family presence policies or guidelines
existed in the surveyed ED units. In addition, common family presence practice can be also
identified, regardless of the existence of policy.
The survey revealed that the majority of nurses reported that they did not allow family
presence during CPR (n = 73, 75.3%), and 14 nurses (14.4%) said they were unsure of the
common unit practice. However, less prohibition was noted towards family presence during
less aggressive invasive medical procedures when one-third of nurses (n = 33) said that their
units allowed FMs during invasive medical procedures, but almost half (n = 47) disagreed
with the suggestion that their units allowed family presence during invasive medical
procedures. When the statements were reversed, no significant difference was found in the
nurses’ responses. More than two-thirds (n = 65, 67%) agreed with the suggestion that their
ED units prohibited family presence practice during CPR, 22.7% (n = 22) disagreed and 10%
were not exactly sure of the practice in their units. Regarding the suggestion that ED units
prohibit family presence during invasive medical procedures, almost one-third (n = 31, 32%)
agreed, 43.3% (n = 42) disagreed and 19.6% (n = 19) were not sure.
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Table 6.2
Emergency Department Policy and Practices (n = 97)
Item Yes No Not Sure Missing
Value
9. Have a policy that allows family presence during
CPR.
0 78 15 4
0.0% 80.4% 15.5% 4.1%
10. Have a policy that allows family presence during
invasive medical procedure.
0 65 19 13
0.0% 67.0% 19.6% 13.4%
11. Have a policy that prohibits family presence
during CPR.
0 67 21 9
0.0% 69.1% 21.6% 9.3%
12. Have a policy that prohibits family presence
during invasive medical procedure.
0 64 21 12
0.0% 66.0% 21.6% 12.4%
13. Allow family presence during CPR but has no
written policy.
8 73 14 2
8.2% 75.3% 14.4% 2.1%
14. Allow family presence during invasive medical
procedures but has no written policy.
33 47 13 4
34.0% 48.5% 13.4% 4.1%
15. Prohibit family presence during CPR but has no
written policy.
65 22 10 0
67.0% 22.7% 10.3% 0.0%
16. Prohibit family presence during invasive medical
procedures but has no written policy.
31 42 19 5
32.0% 43.3% 19.6% 5.2%
6.4 Emergency Departments’ Nurses Preferences Regarding Family Presence Policy
When ED nurses were asked about their preference to have a written policy that
governs family presence practice, their answers were as follows. The total number of
respondents were n = 91 for this item, with six cases missing. The majority (n =59, 60.8%)
preferred to have a written policy that prohibits family presence, while 20.6% (n = 20)
preferred no written policy but still wanted the practiced banned. Only five nurses (5.2%)
supported a written policy that allow family presence and seven nurses (7.2%) preferred to
allow the practice but without any written policy or official statements. A summary of nurses’
preferences regarding family presence policy is presented in Table 6.3.
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Table 6.3
Nurses’ Preference Regarding ED Policy (n = 97)
Item Category Frequency
17. Nursing preference
regarding family presence
policy.
1 = Prefer a written policy allowing the option
of family presence
5 5.2%
2 = Prefer a written policy prohibiting the
option of family presence
59 60.8%
3 = Prefer no written policy but want the unit to
allow the option of family presence
7 7.2%
4 = Prefer no written policy but want the unit to
prohibit the option of family presence
20 20.6%
0 = Missing 6 6.2%
6.5 Emergency Department Nurses’ Previous Experience with Family Presence
The ED nurses in this study were surveyed about their past experiences with family
presence during invasive medical procedures. Items included questions asking whether they
had ever been asked by Saudi FMs to access and witness invasive medical procedure rooms,
whether they facilitated those requests and the possible reasons for nurses denying FMs’
requests. It was found that the majority of ED nurses had never facilitated FMs’ presence (n =
85, 87.6%), although they had been asked by FMs (n = 72, 74.2%). The nurses who refused
FMs’ request to access procedure rooms reported several reasons for their position: (a)
consideration to other ED colleagues had prevented them from allowing FMs in (n = 48,
49.5%); (b) there was no policy in place that encouraged family presence facilitation (n = 48,
49.5%); (c) Saudi men and women were not allowed to freely mix in one area (n = 40,
41.2%); (d) ED nurses had communication and language problems with FMs (n = 34,
35.1%); (e) personal preference to reject FMs’ demands for family presence (n = 32, 33.%);
(f) sensitive cultural barriers that did not allow them to facilitate family presence (n = 21,
21.6%); (g) other reasons not offered in the survey (n = 18, 18.6%); and (h) religious
restrictions did not allow family presence (n = 8, 8.2%).
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Further, ED nurses were surveyed about their previous experiences with family
presence during the carrying out of invasive medical procedures. The investigation showed
that 75% of nurses had experience with family presence during CPR procedures and 87%
reported previous experience with invasive medical procedures. The frequency of past
experiences varied among nurses. For CPR procedures, 20% of nurses (n = 15) had 1–2
experiences, 29.3% (n = 22) had 2–4 experiences, 22.7% (n = 17) had 4–6 experiences and
25.3% (n = 19) had more than six experience with CPR. For other invasive medical
procedures, the majority of nurses (n = 66, 76%) had more than six experiences, 16.1% (n =
14) had 4–6 experiences and 5.7% (n = 5) had fewer than four experiences with family
presence during invasive medical procedures in EDs.
The overall accumulative experience of ED nurses with family presence was reported
by 24.7% (n = 24) as being very negative, while 47.4% (n = 46) said it was negative and
21.6% (n = 21) said the experience was neutral. Only six nurses (6.2%) indicated that their
overall experience with family presence was positive; however, none of the nurses rated their
overall experience as very positive. Moreover, ED nurses reported that they had directly
asked FMs to leave resuscitation rooms and often called security staff to escort FMs away.
The analysis of this study indicated that 80.4% (n = 78) of nurses had asked FMs to leave the
invasive medical procedure room and a similar number of nurses reported that they had asked
for the help of security staff to clear the ED room of FMs who tried to witness invasive
medical procedures. Table 6.4 summarises ED nurses’ previous experiences with family
presence.
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Table 6.4
ED Nurses’ Previous Experience with Family Presence (n = 97)
Item Category Frequency
18. Have taken a Saudi FM to the bedside during CPR or
invasive medical procedure.
1 = Yes 11 11.3%
2 = No 85 87.6%
3 = Not Sure 0 0.0%
0 = Missing 1 1.0%
19. Have been asked by a Saudi FM to be present at the
bedside during CPR or invasive medical procedure.
1 = Yes 72 74.2%
2 = No 21 21.6%
3 = Not Sure 4 4.1%
20. Reasons for not taking a Saudi FM to the bedside when
they ask for it.
1 = My personal preference 32 33.0%
9 = Not Applicable 63 64.9%
0 = Missing 2 2.1%
1 = I have communication problems with the family members 34 35.1%
9 = Not Applicable 61 62.9%
0 = Missing 2 2.1%
1 = There are sensitive cultural barriers that I cannot deal with 21 21.6%
9 = Not Applicable 74 76.3%
0 = Missing 2 2.1%
1 = There is no policy regarding such requests 48 49.5%
9 = Not Applicable 47 48.5%
0 = Missing 2 2.1%
1 = My colleagues will disagree with my decision 48 49.5%
9 = Not Applicable 64 66.0%
0 = Missing 2 2.1%
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Item Category Frequency
1 = There are some religious restrictions that I do not want to ignore 8 8.2%
9 = Not Applicable 87 89.7%
0 = Missing 2 2.1%
1 = Saudi men are not allowed to be present with women at all times 40 41.2%
9 = Not Applicable 55 56.7%
0 = Missing 2 2.1%
1 = Other Reasons 18 18.6%
9 = Not Applicable 77 79.4%
0 = Missing 2 2.1%
Item Frequency Total
Category 1–2 times 2–4 times 4–6 times 6–8 times More than
8 times
Not
Applicable
Missing
21. Have you been in a
situation where the FMs
were present during CPR
course and if so how many
times?
1 = Yes 15 22 17 9 10 1 1 75
20.0% 29.3% 22.7% 12.0% 13.3% 1.3% 1.3% 100.0%
2 = No 0 0 0 0 0 15 0 15
0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 0.0% 100.0%
3 = No Sure 0 0 0 0 0 7 0 7
0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 0.0% 100.0%
Total 15 22 17 9 10 23 1 97
15.5% 22.7% 17.5% 9.3% 10.3% 23.7% 1.0% 100.0%
22. Have you been in a
situation where the FMs
were present during
invasive medical
procedure and if so how
many times?
0 = Missing 0 0 0 0 0 0 1 1
0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 100.0%
1 = Yes 1 4 14 23 43 0 2 87
1.1% 4.6% 16.1% 26.4% 49.4% 0.0% 2.3% 100.0%
2 = No 0 0 0 0 0 6 0 6
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Item Frequency Total
Category 1–2 times 2–4 times 4–6 times 6–8 times More than
8 times
Not
Applicable
Missing
0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 0.0% 100.0%
3 = No Sure 0 0 0 0 0 3 0 3
0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 0.0% 100.0%
Total 1 4 14 23 43 9 3 97
1.0% 4.1% 14.4% 23.7% 44.3% 9.3% 3.1% 100.0%
Item Category Frequency
23. Nurses overall experience with family presence. 1 = Very Negative 24 24.7%
2 = Negative 46 47.4%
3 = Neither Positive Nor Negative 21 21.6%
4 = Positive 6 6.2%
5 = Very Positive 0 0.0%
24. Have asked a Saudi FMs directly to leave the resuscitation room. 1 = Yes 78 80.4%
2 = No 15 15.5%
3 = Not Sure 4 4.1%
25. Have had called for security help to clear ED room from FMs 1 = Yes 78 80.4%
2 = No 13 13.4%
3 = Not Sure 6 6.2%
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6.6 ED Nurses Attitudes and Beliefs Towards Family Presence Variables
The attitudes and beliefs of ED nurses were collected using the questionnaire items in
the ED nurses’ survey questionnaire. Each item required a choice of one of four options from
‘Strongly Agree = 1’ to ‘Strongly Disagree = 4’. The frequency distributions of the item
responses are summarised in Table 6.5. As a whole, the trend was for respondents to lean
towards the agreement side of the scale, as the majority (more than 50%) strongly agreed or
agreed with most of the items. Consequently, the distributions of the responses were skewed,
and the highest frequencies were located at the agreement end of each item scale.
The exceptions to this trend were (a) item 26 (FMs have the right to be with the
patient during CPR or invasive medical procedures), to which n = 32 (33.0%) strongly agreed
or agreed; (b) item 29 (nurses are responsible for deciding whether FMs are allowed to
witness CPR and invasive medical procedures) to which n = 45 (46.4%) strongly agreed or
agreed; (c) item 31 (when FMs are present at the bedside during CPR and/or invasive medical
procedures, they will be involved in medical decisions related to the patient) to which n = 43
(44.4%) strongly agreed or agreed; (d) item 36 (when FMs are present at the bedside during
CPR and/or invasive medical procedures, they will be assured that everything is being done
for their family member) to which n = 24 (25% strongly agreed or agreed; (e) item 37 (when
FMs are present at the bedside during CPR and/or invasive medical procedures, they will be
more accepting of bad news) to which n = 31 (32%) strongly agreed or agreed; (f) item 38
(when FMs are present at the bedside during CPR and/or invasive medical procedures, they
will easily adjust to the new situation of their sick family member) to which n = 30 (30.9%)
strongly agreed or agreed; and (g) item 40 (when FMs are present at the bedside during CPR
and/or invasive medical procedures, they will be satisfied with the outcomes of medical
procedures because they fulfil a religious duty) to which n = 39 (39.2%) strongly agreed or
agreed.
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Table 6.5
Questionnaire Items Recorded using the ED Nurses Questionnaire (n = 97)
Item Strongly
Agree
Agree Disagree Strongly
Disagree
Missing
26. Saudi FMs have the right to be with the patient during CPR course or invasive medical
procedures.
1 31 47 17 1
1.0% 32.0% 48.5% 17.5% 1.0%
27. The medical team in EDs do not prefer family presence during CPR and invasive medical
procedures.
52 38 5 2 0
53.6% 39.2% 5.2% 2.1% 0.0%
28. Doctors are responsible for deciding whether FMs are allowed to witness CPR and invasive
medical procedures.
18 48 17 14 0
18.6% 49.5% 17.5% 14.4% 0.0%
29. Nurses are responsible for deciding whether FMs are allowed to witness CPR and invasive
medical procedures.
7 38 33 19 0
7.2% 39.2% 34.0% 19.6% 0.0%
30. There is not enough space in the ED to accommodate FMs at the bedside during CPR or
invasive medical procedures.
55 31 5 6 0
56.7% 32.0% 5.2% 6.2% 0.0%
31. When FMs are present at the bedside during CPR and/or invasive medical procedures, they
will be involved in medical decisions related to the patient.
5 38 39 15 0
5.2% 39.2% 40.2% 15.5% 0.0%
32. When FMs are present at the bedside during CPR and/or invasive medical procedures, they
are more likely to interrupt with the ongoing procedures.
52 30 10 4 1
53.6% 30.9% 10.3% 4.1% 1.0%
33. When FMs are present at the bedside during CPR and/or invasive medical procedures, they
will be too distressed, and will suffer long-term negative consequences.
35 53 6 3 0
36.1% 54.6% 6.2% 3.1% 0.0%
34. When FMs are present at the bedside during CPR and/or invasive medical procedures, they
will distract the medical team from concentrating on the procedures.
52 28 12 4 1
53.6% 28.8% 12.3% 4.1% 1.0%
35. When FMs are present at the bedside during CPR and/or invasive medical procedures, the 17 41 24 14 1
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CPR duration will be prolonged by the medical team because family is watching. 17.5% 42.3% 24.7% 14.4% 1.0%
36. When FMs are present at the bedside during CPR and/or invasive medical procedures, they
will be assured that everything is being done for their family member.
10 24 48 15 0
10.3% 24.7% 49.5% 15.5% 0.0%
37. When FMs are present at the bedside during CPR and/or invasive medical procedures, they
will be more accepting of bad news.
6 25 51 13 2
6.2% 25.8% 52.6% 13.4% 2.1%
38. When FMs are present at the bedside during CPR and/or invasive medical procedures They
will easily adjust with the new situation of their sick family member
9 21 54 13 0
9.3% 21.6% 55.7% 13.4% 0.0%
39. When FMs are present at the bedside during CPR and/or invasive medical procedures, they
are more likely to sue, complain or take legal actions.
19 41 28 9 0
19.6% 42.3% 28.9% 9.3% 0.0%
40. When FMs are present at the bedside during CPR and/or invasive medical procedures, they
will be satisfied with the outcomes of medical procedures because they fulfil a religious duty.
8 31 44 14 0
8.2% 32.0% 45.4% 14.4% 0.0%
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6.7 Missing Values
As the inclusion of missing responses could bias the results of the statistical analysis,
it was imperative to clean the data by screening and removing the missing values recorded in
Table 6.6. Ninety-three respondents (95.9%) answered all 15 items in the last part of the
nurses’ questionnaire, two respondents (2.1%) answered 14 items (93.0%) and two
respondents (2.1%) answered only 13 items (87.0%).
Table 6.6
Item Completion Rate (n = 97)
Total Number of Items Answered % of Items
Answered
Number of
Respondents
% of
Respondents
15 100% 93 95.9%
14 93% 2 2.1%
13 87% 2 2.1%
Total Included Respondents 97 100.0%
As the item response rate is at an acceptable level (more than 85%), none of the
respondents were excluded from the analysis. However, among these responses, six missing
values were found in five items (see Table 6.7). No consistent pattern was observed in the
missing responses, and the reasons for not completing all of the survey items are unknown.
As the frequency distributions of the responses were skewed (not normally distributed), a
median (50th percentile or central) score of 1, 2 or 3 for the corresponding item was used to
replace each missing value, rather than the mean score, which assumed normality (see Table
6.7).
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Table 6.7
Replacement of Missing Values with Median Scores (n = 97)
Item Responses Median
ScoreValid Missing
26 96 1 3
32 96 1 1
34 96 1 1
35 96 1 2
37 95 2 3
6.8 Factor Analysis
The dimensional structure of the 15 items used to collect the attitudes and beliefs of
ED nurses was extracted from the pattern matrix using Principal Axis Factoring with Direct
Oblimin Rotation and Kaiser Normalisation. This method assumed that all of the items
measured attitudes and beliefs in the same logical direction and that the factors would be
inter-correlated. A solution with four factors, each with Eigenvalues > 1 was extracted,
explaining 61.57% of the variance (see Table 6.8). Consequently, four factor variables were
created, defined as the average score for each cluster of 3–5 items (see Table 6.9).
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Table 6.8
Structure of the Questionnaire Extracted from the Pattern Matrix by Principal Axis Factoring with Direct Oblimin Rotation and Kaiser
Normalisation (n = 97)
Loadings from the Pattern Matrix
Factor 1 Factor 2 Factor 3 Factor 4
Percentage of Variance Explained by Each Factor 24.66% 15.65% 12.71% 8.55%
Cumulative Percentage 24.66% 40.31% 53.02% 61.57%
Eigenvalues 4.481 2.844 2.211 1.553
Item Factor 1: Family Presence Effect on FMs
26 Saudi FMs have the right to be with the patient during CPR course or invasive medicalprocedures. .906
33R When FMs are present at the bedside during CPR and/or invasive medical procedures,they will be too distressed, and will suffer long-term negative consequences. .828
36 When FMs are present at the bedside during CPR and/or invasive medical procedures,they will be assured that everything is being done for their family member. .926
37 When FMs are present at the bedside during CPR and/or invasive medical procedures,they will be more accepting of bad news. .952
38 When FMs are present at the bedside during CPR and/or invasive medical procedures,they will easily adjust with the new situation of their sick family member. .916
Factor 2: Family Presence Effect on Invasive Medical Procedures
35 When FMs are present at the bedside during CPR and/or invasive medical procedures,the CPR duration will be prolonged by the medical team because family is watching. .618
32 When FMs are present at the bedside during CPR and/or invasive medical procedures,they are more likely to interrupt with the ongoing procedures. .634
34 When FMs are present at the bedside during CPR and/or invasive medical procedures, .588
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Loadings from the Pattern Matrix
Factor 1 Factor 2 Factor 3 Factor 4
they will distract the medical team from concentrating on the procedures.
Factor 3: Family Presence Effects on Staff Performance
40R
When FMs are present at the bedside during CPR and/or invasive medical procedures,
they will be satisfied with the outcomes of medical procedures because they fulfil a
religious duty.
.624
30 There is not enough space in the ED to accommodate FMs at the bedside during CPR orinvasive medical procedures. .592
39 When FMs are present at the bedside during CPR and/or invasive medical procedures,they are more likely to sue, complain or take legal actions. .536
Factor 4: Family Presence Effect on ED Staff Decisions
27 The medical team in EDs do not prefer family presence during CPR and invasive
medical procedures. .603
28 Doctors are responsible for deciding whether FMs are allowed to witness CPR andinvasive medical procedures. .544
29 Nurses are responsible for deciding whether FMs are allowed to witness CPR andinvasive medical procedures. -.944
31R When FMs are present at the bedside during CPR and/or invasive medical procedures,they will be involved in medical decisions related to the patient .978
Note: Items with R were reverse-scored to measure the factor effect on the same logical direction.
.
138
6.9 The Conceptual and Operational Definitions of Factors
The six factors extracted from the pattern matrix are summarised in Table 6.8. As it
was more logical to measure positive attitudes with a high score rather than a low score, only
factor 1 (family presence effect on FMs) scores were reversed by subtracting every average
score for this factor from 5, so that ‘1 = Very negative’ and ‘4 = Very positive’ (see Table
6.9).
However, it is important to note that the positive or negative interpretation of the
factors is primarily based on the collective evidence-based assumption that family presence is
beneficial for both FMs and healthcare providers. This interpretation also agrees with the
original studies that have developed the questions for the scale items (Fullbrook et al., 2005)
and the knowledge found in the literature concerning family presence (McDowell, 2006).
Table 6.9
Conceptual and Operational Definitions of Four Factor Variables
Variable Conceptual
Definition
Operational Definition
Number of
Items
Computation Interpretation of Scores
Factor 1 Family Presence
Effect on FMs
5 5 minus Average
Score for Related
Items
4 = Very Positive
3 = Positive
2 = Negative
1 = Very Negative
Factor 2 Family Presence
Effect on Invasive
Medical Procedures
3 Average Score for
Related Items
4 = Very Positive
3 = Positive
2 = Negative
1 = Very Negative
Factor 3 Family Presence
Effect on Staff
Performance
3 Average Score for
Related Items
4 = Very Positive
3 = Positive
2 = Negative
1 = Very Negative
Factor 4 Family Presence
Effect on Staff
Decisions
4 Average Score for
Related Items
4 = Very Positive
3 = Positive
2 = Negative
1 = Very Negative
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The frequency distributions of the four variables deviated from normality. The
Kolmogorov-Smirnov Z statistics for each variable were significant at p < .001, confirming
that the distributions departed from normality. Consequently, parametric statistics were not
justified to summarise or analyse the responses. The descriptive statistics reflected skewed
distributions, in which the mean, median and mode were not located exactly at the centre.
The median scores (50th percentile) for the factors were 1.66 for factor 2 and 3, and 2 for
factors 1 and 4 (see Table 6.10).
Table 6.10
Descriptive Statistics for the Factor Variables (n = 97)
Factor 1 Factor 2 Factor 3 Factor 4
Mean 2.14 1.89 2.07 2.20
Median 2 1.66 1.66 2
Mode 2 1.33 1.66 2
SD .486 .570 .525 .264
Skewness .422 .389 .379 .769
Kolmogorov-Smirnov Z 2.855 2.541 2.824 3.468
P <.001* <.001* <.001* <.001*
Note: * Significant deviation from normality (p < .001)
6.10 Relationships between Demographic and Factor Variables
Non-parametric Kruskal–Wallis tests (assuming ordinal level variables, which were
not normally distributed) were used to test the median scores for each factor variable and how
it varied with respect to the demographic categories. The decision rule was that if p ≥ .05 for
the Chi-Square (χ2) statistic, then there was insufficient evidence to declare a significant
difference between the median scores. To provide valid results, the test assumed at least n = 5
respondents in each category. Subsequently, and to satisfy this assumption, the number of age
categories was collapsed from 8 to 6; the number of nationality categories was collapsed
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from 5 to 2; the total nursing experience, experience in SA and experience in ED categories
were collapsed from 5 to 4; and the educational attainment categories were collapsed from 5
to 3.
The results of median scores for each factor by respect to demographic variables are
presented and summarised in table format in the following pages. Tables 6.11 and 6.12
highlight the factor variable scores by age and gender of ED nurses’ variables.
Table 6.11
Comparison of Median Scores of Factor Variables by Respect to Age (n = 97)
Variable
Age Group (Reduced from 8 to 6 Categories) Kruskal–Wallis test
22–25 26–30 31–35 36–40 41–45 46+
χ2 p
n 16 26 23 16 7 9
Factor 1 1.23 1.54 2.11 2.92 2.95 3.21 24.19 <.001*
Factor 2 1.25 1.66 1.95 1.66 1.86 2.02 4.70 .454
Factor 3 1.27 1.8 1.66 2.07 1.80 1.95 5.89 .317
Factor 4 1.84 1.89 2.04 2.40 2.14 2.22 7.71 .173
Note: * Significant difference between median scores (p < .05)
Table 6.12
Comparison of Median Scores of Factor Variables by Respect to Gender (n = 95)
Variable
Gender Kruskal–Wallis test
Male Female
χ2 p
n 35 60
Factor 1 2.11 2.08 .018 .892
Factor 2 1.74 1.69 .891 .345
Factor 3 1.68 1.81 2.423 .120
Factor 4 2.10 2.18 .344 .558
Note: * Significant difference between median scores (p < .05)
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Tables 6.13 and 6.14 highlight the factor variable scores by nationality and religion of
ED nurses’ variables.
Table 6.13
Comparison of Median Scores of Factor Variables by Respect to Nationality (n = 97)
Variable
Nationality (Reduced to 2 Categories) Kruskal–Wallis test
Saudi Non-Saudi
χ2 p
n 51 46
Factor 1 2.17 2.08 .507 .477
Factor 2 1.12 2.17 5.237 .022*
Factor 3 1.86 1.61 .835 .361
Factor 4 2.21 2.14 2.198 .138
Note: * Significant difference between median scores (p < .05)
Table 6.14
Comparison of Median Scores of Factor Variables by Respect to Religion (n = 97)
Variable
Religion Kruskal–Wallis test
Muslim Christian Others
χ2 p
n 63 29 5
Factor 1 2.32 2.10 1.92 1.230 .541
Factor 2 1.68 1.72 1.75 4.676 .097
Factor 3 1.61 1.73 1.79 1.398 .497
Factor 4 2.21 2.02 2.18 2.922 .232
Note: * Significant difference between median scores (p < .05)
Tables 6.15 and 6.16 highlight the factor variable scores by total years of nursing
experience and nursing experience in SA variables.
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Table 6.15
Comparison of Median Scores of Factor Variables by Respect to Total Years of Nursing
Experience (n = 96)
Variable
Total Years of Nursing Experience Kruskal–Wallis test
Less than 3 4–6 7–10 Above 10
χ2 p
n 24 21 20 31
Factor 1 1.84 2.04 2.79 3.13 16.25 .001*
Factor 2 1.77 1.62 2.21 2.17 4.05 .256
Factor 3 2.01 1.65 1.77 1.98 4.55 .208
Factor 4 1.59 1.92 1.78 2.47 2.09 .554
Note: * Significant difference between median scores (p < .05)
Table 6.16
Comparison of Median Scores of Factor Variables by Respect to Experience in SA (n = 96)
Variable
Experience in KSA Kruskal–Wallis test
Less than 3 4–6 7–10 Above 10
χ2 p
n 32 25 21 18
Factor 1 2.04 2.12 2.23 2.12 11.20 .011*
Factor 2 2.22 1.77 1.59 1.52 8.18 .042*
Factor 3 1.57 2.04 1.68 1.87 4.75 .191
Factor 4 1.90 2.17 2.01 2.24 2.08 .557
Note: * Significant difference between median scores (p < .05)
Tables 6.17 and 6.18 highlight the factor variable scores by nurses, professional
experience in ED and their educational level variables.
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Table 6.17
Comparison of Median Scores of Factor Variables by Respect to Experience in ED (n = 94)
Variable
Experience in ED Kruskal–Wallis test
Less than 1 1–3 3–7 Above 7
χ2 p
n 9 33 37 15
Factor 1 1.54 1.98 2.73 2.83 14.05 .003*
Factor 2 1.59 1.67 1.84 2.14 6.19 .103
Factor 3 1.48 1.74 1.99 2.21 0.19 .979
Factor 4 1.58 2.04 1.74 1.89 2.81 .422
Note: * Significant difference between median scores (p < .05)
Table 6.18
Comparison of Median Scores of Factor Variables by Respect to Educational Attainment (n
= 97)
Variable
Educational Attainment Kruskal–Wallis test
Diploma
Certificate in
Nursing
Bachelor Degree
Post Graduate
Qualification in Nursing
or Higher χ
2 p
n 46 44 7
Factor 1 1.28 2.32 3.17 10.617 .005*
Factor 2 1.49 1.94 2.61 .775 .679
Factor 3 1.32 2.41 3.10 10.156 .006*
Factor 4 1.52 2.11 2.84 5.733 .057
Note: * Significant difference between median scores (p < .05)
6.11 Summary of Differences in the Demographic Variables
The demographic variables summarised in the above tables indicates that the median
scores for factor 1 in particular differs significantly in five demographic variables. In general,
and across all demographic tables, the median scores were more skewed to the left-hand side
of the distributions, reflecting the general trend of negative attitude and/or belief with the
corresponding family presence statement in the survey items. A summary of the Kruskal–
Wallis tests results, highlighting all the statistics that were significant at p < .05, is provided
in Table 6.19.
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Table 6.19
Summary of Kruskal–Wallis Tests
Variable Age Gender Nationality Religion
Total Years
of Nursing
Experience
Experience
in SA
Experience
in ED
Educational
Attainment
Factor 1 * * * * *
Factor 2 * *
Factor 3 *
Factor 4
Note: * Significant difference between median scores (p < .05)
The significant association within each factor and the demographic profiles of ED
nurses can be summarised as follows. Factor 1 (family presence effect on FMs) varied
significantly (p < .001) with respect to age and total years of nursing experience; experience
in ED (p < .003); educational attainment (p < .005); and nursing work experience in SA (p <
.011). Factor 1 was highest for respondents aged over 46 years (median = 3.21) and nurses
aged 36–45 (median = 2.92 – 2.95) compared to younger nurses aged 31–35 (median = 2.11),
26–30 (median = 1.54) and the youngest age group of nurses 22–25, who had the lowest
median score of 1.23. It was also higher for respondents with over 10 years of experience in
nursing (median = 3.13) and nurses with 7–10 years in the nursing profession (median =
2.79) compared to nurses with less than seven years’ experience, who scored lower medians
(1.84–2.04). It was higher for respondents with more than seven years’ experience in EDs
(median = 2.83) and nurses with experience 3–7 years (median = 2.73) compared to
respondents with 1–3 years of experience in EDs (median = 1.98) and the lowest score for
nurses with the least ED experience (less than 1 year) (median = 1.54). Lastly, it was higher
for respondents who have attained a post-graduate educational level in nursing (median =
3.17) compared to holders of bachelor’s degrees (median = 2.32) or diplomas, who scored the
lowest (median = 1.28).
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Based on these findings, it can be concluded that nurses who had higher median
scores for factor 1 had statistically significant positive attitudes and beliefs that family
presence experiences were beneficial for Saudi FMs, whereas nurses with lower median
scores had negative attitudes and beliefs towards family presence.
Factor 2 (family presence effect on invasive medical procedures) varied significantly
with respect to nationality (p < .02) and experience in SA (p < .04). Factor 2 was lowest for
Saudi nationals (median = 1.12) compared to non-Saudi nationals (median = 2.17), and
lowest for respondents with more than seven years’ experience in SA (median = 1.59–1.52)
compared to respondents with 3–6 years (median = 1.77) and nurses who had less than three
years’ experience in SA (median = 2.22). Lower median scores for this factor indicate a
negative position towards family presence and the belief that FMs are more likely to interfere
with ongoing invasive medical procedures performed in EDs.
Factor 3 (family presence effect on staff performance) varied significantly (p < .006)
with respect to educational attainment of ED nurses. Factor 3 was highest for respondents
who attained a post-graduate educational level in nursing (median = 3.10) compared to those
with lesser levels of nursing education, bachelor degree nurses (median = 2.41), and diploma-
level nurses (median = 1.32). The conclusion drawn here is that ED nurses with higher
education qualifications had positive attitudes and beliefs towards family presence practice,
were more confident and less worried that attending FMs would affect staff performance
during invasive medical procedures in EDs.
Factor 4 (family presence effect on staff decisions) did not vary significantly with
respect to any of the demographic variables.
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6.12 Conclusion
The attitudes of ED nurses working in SA were found to be largely negative towards
family presence. The ED nursing staff surveyed stated that there were no policies or
guidelines in place that govern family presence practice, and they continue to discourage the
practice. The demographic profiles of the ED nurses working in SA revealed a mixed cultural
work environment. In addition, certain demographic characteristics of the nurses had strong
statistical correlations with the factors produced by the analysis. Consequently, in Chapter 7,
the findings of phase 1 (Chapter 5) and phase 2 (this chapter) are further discussed and
elaborated upon. In particular, the significant findings of the current study are elucidated in
light of the theoretical, socio-cultural and religious backgrounds of the current research and
reviewed literature.
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Chapter 7: Discussion
7.1 Introduction
A detailed analysis of data was presented in Chapters 5 and 6, which revealed key
findings and significant associations between variables. The significant results of the
investigations are critiqued, integrated and elaborated upon in this chapter. Critical findings
related to the family presence experiences in SA’s EDs are particularly discussed in light of
the research questions and are compared and contrasted against the regional and international
literature to address the research questions and magnify the research contributions. This
chapter also critiques the findings against the constructs of the previously outlined theoretical
model proposed, where congruence and new, more culturally oriented frameworks are
proposed. In the final section of this chapter, the limitations of the study will be outlined and
the summary of relevant key findings will be presented with how the findings address the set
objectives.
7.2 Demographic Profiles
The study was conducted in two separate phases and involved two groups of
participants, one being the care recipients of 294 Saudi FMs and the second group comprising
97 ED nurses as healthcare service providers. The participants in each set sample who met
the inclusion criteria were drawn from four different public hospitals. Each group’s
demographic profile is discussed below.
7.2.1 Phase 1: Family Members
The total number of FMs who responded was 294 individuals, of which about two-
thirds were male. All of the FMs in this study, as per the inclusion criteria, had previous
experience attending at least one FM in the ED within the previous year of the survey.
Moreover, the majority of FMs reported more than one family presence experience.
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About three-quarters of the Saudi FMs were aged between 26 and 50 years old, and
more than two-thirds of participating FMs stated that they were married. All categories of
family relationships to the client were included, of which the most frequent were sons and
brothers. The FMs sample represented a well-educated cohort, with over half having received
education above high school level and very few had only a primary education level. This is
due to the free access to education for Saudi nationals including primary, secondary and
university level education. In addition, most of the respondents were government employees,
while smaller proportions worked in the private sector or were students enrolled at high
schools or colleges. About three-quarters described their individual income as average to
good, while relatively few FMs reported their income to be either low or very good. Upon
collecting income data, a number of Saudi FMs chose not to answer that particular item in the
questionnaire (n = 24, 8%). While a more precise income measure such as monthly earnings
would have given more precise data, it would in turn have decreased the number of
respondents to that particular item due to a cultural sensitivity surrounding Saudis reporting
accurate income figures.
In respect to occupation report figures, it is worth noting that the government sector is
the most common source of employment for Saudi nationals, and also the most favoured
because of high job security, flexibility and higher pay rates. The private sector remains
unattractive to Saudis despite government Saudisation initiatives (Ramady, 2010).
Immediate male FMs such as husbands (married people, 70%) and son or brother felt
a higher level of responsibility to ensure proper care of the patient compared to female FMs.
The involvement of female FMs in hospital care tends to be less in tradition-bound cultures
compared with Western society, as reported is this study. This is contrary to Western-based
studies (Duran, et al., 2007), where female FM participation is generally higher than for male
FMs. Only one-third of Saudi FMs who responded in this study were female. The contention
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being that there are cultural imperatives for male FMs to have a greater involvement in SA
than in the West in relation to medical procedures performed on their FMs. Further, the fact
that male FMs in SA, especially seniors, are the primary decision-makers for family affairs
outside of the household might have limited the female participation in this survey study.
Women’s roles in Saudi traditions are more domestic than public.
7.2.2 Phase 2: Emergency Department Nurses
The total number of ED nurses who responded was 97, of which about two-thirds
were female. All age groups of nurses were represented; however, more than three-quarters
of nurses were aged 22–40. More than half of the nurses were of Saudi nationality, and the
two other largest groups were from the Philippines (around one-third) and Indian nationals
(less than one-quarter). About two-thirds of the respondents were Muslims, while the rest of
the group indicated Christianity as their formal religion. It is worth noting that the
government of SA is largely dependent on expatriate nurses to work at the health care
services across the country, that is because the Saudisation policy is still under development
and the vast majority of Saudi nurses (95%) hold either a diploma or associate degree in
nursing (Almalki, FitzGerald & Clark, 2011).
Further, the ED nurses surveyed reported considerable experience as registered
nurses, with about one-third of respondents reporting over 10 years of nursing experience and
more than two-thirds having more than four years of professional nursing experience. Over
half of the surveyed nurses had less than five years of nursing experience in SA, while an
almost equal proportion of participants had more than seven years of professional nursing
experience in SA. Most of the participants had 1–6 years of ED nursing experience in SA,
and a relatively smaller proportion of nurses had worked for over seven years in an ED
setting in SA.
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7.3 Experiences of Saudi Family Members Towards Family Presence in Emergency
Departments
In the current study, 294 Saudi FMs had attended a FM during invasive medical
procedures in ED one or more times. Although slightly more than half of FMs said that they
had at least one positive experience, the majority reported having negative experiences as
well, and that the ED staff did not welcome their presence. Moreover, FMs occasionally said
that the ED staff asked them directly to leave the room, where invasive medical procedures
were taking place. They further reported that if insisted on staying, the staff called for
security personnel to enforce the order of evacuation. In situations like this, and with the
absence of clear guidelines, the FMs had no choice but to obey and leave. Very few studies to
date have investigated FMs’ experience in attending their hospitalised FMs in the Middle
East. However, many regional studies show similarity in the nurses discouraging attitudes in
keeping FMs away from the scene. For example, in Turkey, it is a traditional practice not to
allow FMs to witness invasive medical procedures (Ersoy et al., 2009), whereas in Pakistan,
95% of surveyed healthcare professionals, including nurses and doctors, did not favour
family presence and would actively oppose it (Zakaria & Siddique, 2008).
7.4 Attitudes and Beliefs of Saudi Family Members Towards Family Presence in
Emergency Departments
The present study found that Saudi FMs were demonstrated to be active in asking to
be present with their FMs (patients) during the carrying out of invasive medical procedures in
EDs. All FMs reported to have made at least one visit to the ED to attend one of their FMs in
the last year prior to the survey and thus it could be argued that they knew of the complexity
of the situation in the ED. Moreover, Saudi FMs felt that their presence was fundamental to
realising their belief systems, supporting the hospitalised FM and indeed the whole family,
placing high importance on having the option to stay beside their FM who was undergoing
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invasive medical procedures, commonly citing it as an absolute right (almost 95% of
surveyed FMs). Notably, Saudi FMs reported insisting on being present, even when this was
denied by ED staff. In fact, the results indicated that FMs expected staff to facilitate their
presence in the ED, as they believed their familial presence could be beneficial to the
outcome of invasive medical procedures and professional practice. It is interesting to note
that Saudi FMs surveyed also reported widespread desire to attend future invasive medical
procedures performed on their FMs.
The current study supports and adds to similar studies’ findings in the US, Europe,
Asia and the Middle East that investigated FMs’ presence during resuscitation or invasive
medical procedures in a hospital setting (Meyers et al., 2004; Oman & Duran, 2010; Zakaria
& Siddique, 2008; Kianmehr et al., 2010; Ong et al., 2007; Sheng et al., 2010). FMs have
been reported to show consistently positive attitudes towards family presence during invasive
medical procedures worldwide. Moreover, the findings corroborate the results of Axelsson et
al. (2010) in a European-based investigation that indicated eagerness of FMs to stay at the
bedside during invasive medical procedures can be explained by their belief in the
importance of family unit.
Family bonds are considered strong in SA, and maintaining these bonds means
uniting a stronger family unit (Almutairi & McCarthy, 2012). Islam strongly encourages
individuals to maintain family relationships at all times, including sickness, and draws clear
expectations for each member in the family and the community. There are set family duties
and roles for everyone to fulfil, among which looking after the sick, attending to the needy
and protecting the weak are paramount. The greater the family bonds (e.g. family unit), the
greater the duties and expectations. Thus, for Saudi FMs, it is a religious imperative to attend
the sick and injured heightened by the strength of kinship ties, and it is widely encouraged by
the community (Asgari, Khalaji & Khah, 2012).
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In this study, almost all participating Saudi FMs believed that their presence in EDs
served as a protective mechanism to patients who were part of the family. Of note is that
Saudi FMs tended to believe that EDs were unsafe places for their FMs, assumed the ED
medical staff to be strangers who were controlling the scene and they were seen as outsiders.
In addition, Saudi FMs perceived their presence to be an enhancing factor to offer support
during invasive medical procedures in EDs. In the current view, Saudi FMs could not settle
patiently during the carrying out of invasive medical procedures because their ascribed role,
they believed, was missing.
FMs across many cultures and nations, as outlined in Chapter 3, tended to report
similar feelings and needs in relation to their presence with a FM in the ED or a critical care
setting (Meyers et al., 2004; Oman & Duran, 2010; Zakaria & Siddique, 2008; Kianmehr et
al., 2010; Ong et al., 2007; Sheng et al., 2010). The present study adds to the growing
literature by uncovering a new population of FMs from SA who attest to being eager to help,
give, coordinate and support their families. The contention is that Saudi FMs deeply believe
they can play an important role in support and religious enhancement during the carrying out
of resuscitation efforts and invasive medical procedures in EDs.
In SA, the familial ties of blood, religion and culture appeared to serve as motivators
for FMs to attend other members of the family hospitalised for invasive medical procedures,
especially when their conditions become critical and they are vulnerable. Therefore, Saudi
FMs view this role as a religious honour and would attempt all efforts to achieve it because
family presence offers stressed and anxious families the chance to witness and accordingly
understand what is going on and what is being done to their FMs in the ED, as it is their duty
to report this to non-present members. Further, it is possible that their presence clears any
doubts that may lead to future litigation as seen in other studies (Leung & Chow, 2012).
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Saudi FMs expectation on family presence as well as affirmed strength of family ties
can be more similarly compared to studies of Turkish FMs who showed remarkable interest
and intent for family presence (Ersoy et al., 2009) in acute medical care situations. Turkey is
a Middle Eastern, dominantly Muslim, country. A quantitative survey of FMs revealed that
two-thirds of the participants wanted to observe CPR being carried out on FMs (Ersoy et al.,
2009). In the current study, the attitudes and beliefs of Saudi FMs towards family presence
were found to be positively related (median score 3.80). The majority of Saudi FMs reported
their willingness to attend any future invasive medical procedures carried out on their FMs,
and they wanted to be continuously informed. This common attitude could be the influence of
Muslims’ beliefs that being present is not a choice but a necessity. It is the FMs’ religious
duty to ensure that the patient receives the best care possible, especially in relation to their
spiritual needs. In spite of the current condition of the patients who are, from FMs’ point of
view, laying between ‘unsympathetic strangers’, (Ellison, 2003, p. 519), FMs are actively
willing to play their role and feel that they have fulfilled their religious imperatives. Saudi
FMs believed that they had the best knowledge about the sick FM and continued to doubt the
ability of the medical staff to fulfil all of the patients’ needs.
Similarly, the attitudes and beliefs of Saudi FMs seems to be consistent with findings
from a Pakistani study conducted in 2008 in a predominantly Muslim population to determine
the attitudes of FMs and nurses on family presence. The Pakistani study showed that almost
all surveyed FMs believed that staying with FMs during invasive medical procedures and
resuscitation efforts was of highest importance (Zakaria & Siddique, 2008). In particular, the
Pakistani study highlighted how important it was to witness the last moments of FMs and
their needs to say last words and prayers. FMs from Pakistan believed that their presence
would ease the sufferings of the deceased and help their own sadness and sorrow. In contrast,
Pakistani healthcare providers exhibited concerns focused on disruptions to their professional
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practice and incidents of interference with care routine, whereas these concerns were not
equally perceived by the FMs surveyed.
Notably, specific demographic variables of FMs such as age, gender and relationship
to the patient showed statistically significant associations in the attitude and belief of the
participating Saudi FMs towards family presence. In particular, older Saudi FMs had positive
attitudes and beliefs towards attending other sick FMs in ED when compared to younger
FMs. Senior FMs also had more concerns about patients and had a stronger belief in their
right to be always near the patients (statistically significant association P-value 0.01).
Similarly, Saudi male FMs had significantly more positive attitudes and beliefs than Saudi
female FMs (P-value 0.01). Saudi male FMs also believed their presence had a more positive
effect on invasive medical procedures than Saudi females (P-value 0.01), but Saudi females
attested to feeling a greater emotional effect from the family presence experience than Saudi
males (significant at P-value 0.001). However, these data must be interpreted with caution
because they reflect the hierarchical and gendered nature of Saudi family obligations. Hence,
it cannot be explained in isolation of the cultural, gendered and religious contexts.
Another important finding of the current study was that Saudi men were found to be
more concerned about being present to witness invasive medical procedures performed on
FMs than Saudi women. In particular, Saudi male FMs were more keen to fulfil the cultural
and spiritual needs of the family (P-value 0.03) and play a successful role during the invasive
medical procedures by being actively present throughout the procedure. Collectively,
husbands’, fathers’ and sons’ attitudes towards family presence was shown to be more
challenging to the EDs’ restraints, and reported to have stronger beliefs in their rights to
witness all medical procedures and be always involved, informed and consulted. This is
consistent with Turkish male FMs who were found to be more enthusiastic to witness CPR
and be always available to support compared to female counterparts (Ersoy et al., 2009, p. 4).
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In SA, male FMs play a major role outside the household as the leaders of the family
unit, protecting the rest of family and providing support. In particular, the senior male FMs
are the primary decision-makers for all issues related to the family. When a sick FM is
hospitalised, it is the male FMs’ immediate responsibility to attend and advocate, facilitate
healthcare and communicate with the rest of the family. It is highly possible that these results
are due to the belief of Saudi men that it is a duty rather than a favour, which has its root deep
in the culture and is encouraged by the dominant religion in SA.
7.5 Cultural and Spiritual Needs of Saudi Family Members
The current study revealed an association with cultural and spiritual expectations from
Saudi FMs who attended sick FMs during invasive medical procedures in EDs. Dealing with
emergency cases in EDs, the emotions of attending FMs and the concern of others are of
paramount importance. By understanding the cultural and religious beliefs surrounding such
circumstances, healthcare providers can professionally relate to those concerns and address
them properly (Chow & Chan, 2010). The current study revealed interesting cultural and
spiritual needs expected by Saudi FMs who attended sick FMs during invasive medical
procedures in EDs.
Most Saudi FMs indicated that being with their FMs in the ED helped them to fulfil
essential religious duties that could not be otherwise achieved. For instance, the majority of
the responded FMs said that their presence facilitated the preparation of specific prayers,
spiritual communications with the patients and fulfilling the religious needs of themselves,
their families and the patients during that time. The reason for this is not clear, but it may be
contended that FMs were not sure if the patients would improve or deteriorate during the
invasive medical procedures performed, thus necessitating specific prayers and preparations
to comfort the patient and provide solace for the family. In addition, the majority of FMs
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reported that their presence, especially with more severe medical conditions, helped them to
come closer to the reality of death and the possibility of worst-case scenarios.
Moreover, Saudi FMs, with a greater degree for male participants, believed that the
spiritual and cultural support their presence provided could be more important than any of the
invasive medical procedures performed and that the medical team was not able to offer such
support to the patients. In light of such findings, the scientific literature supports growing
evidence that family communication, prayers and verbal support can be still heard and felt by
unconscious patients (Marrone & Fogg, 2005). During such critical times as having a FM in
the ED, Saudi families practice certain religious acts and, as such, the cultural attitudes and
decisions of the family can be explained through the understanding of the religious
backgrounds and cultural teachings (Chow & Chan, 2010). From a Saudi cultural perspective,
when a FM is in critical condition, there are set religious duties that the attending FM is
expected to carry out. These include attending to the spiritual needs of the FM undergoing
resuscitation or invasive medical procurers, which the present investigation revealed were
unmet. To illustrate an example of such critical FMs’ concerns is the need to restate faith
testimonies by the dying patients and repeat those prayers if possible to become the last
words said by the dying individual. This concept is well known in Islam as the ‘Shaddah’
pronouncement, which are the last words that FMs wish their dying FM to say and repeat if
possible (Sheng et al., 2010; Al‐Mutair, Plummer & Copnell, 2012).
Cultural expectations in SA to stay with the sick FM during their hospitalisation
period also propelled FMs to demand access to EDs. When a Saudi FM is rushed to the ED, it
is common for the rest of the FMs and even some relatives to leave their jobs and attend to
that sick member as well, especially when sudden or more severe conditions such as traffic
accidents or heart attacks occur. Moreover, FMs’ presence at the bedside will quickly
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communicate the news to allow other FMs and significant others to fulfil their cultural,
religious and spiritual imperatives and duties during such emergencies (Lovering, 2012).
Further, the Saudi culture dictates that FMs must carefully communicate the news
when another FM’s health is jeopardised (Al-Abdi et al., 2011). However, not all FMs have
the experience and skills to communicate such news because of the sensitivity of information
and criticality of the situation. Contrary to Western-based cultural studies, Saudis tend to
underestimate or protect other FMs from the real situation when communicating bad news,
such as reporting that a FM is being hospitalised or having a serious illness when compared
to the West. Therefore, for Saudis, relaying such news requires personal confidence, cultural
and spiritual knowledge as well as strong communication skills (Aljubran, 2013). In contrast,
in Western culture, the rights of individuals are considered paramount and are reflected in the
patient autonomy models. According to this model, bad news is directly and honestly told to
the patients, who are then able to choose whether or not to be involved in all aspects of
decision-making regarding their conditions (Windsor et al., 2008).
Consideration to cultural norms may well influence decision-making processes about
breaking bad news within the Middle East context. In societies where family bonds are strong
and families are predominantly patriarchal, such as the Saudi culture, decision-making tends
to fall to the male elders of the family. In a recent study supporting such observations
conducted in SA (Al-Mohaimeed & Sharaf, 2013), doctors’ attitudes towards communicating
bad news to patients was evaluated. In that study, the researchers noticed that cultural
influences in SA sometimes override professional considerations, which was a significant
factor for doctors to share more patients’ information with FMs than with the patients (Al-
Mohaimeed & Sharaf, 2013). Such results add more evidence to support the claims that FMs’
role during invasive medical procedures in a critical care setting is constructive. Therefore, it
was imperative for senior Saudi FMs to be present during invasive medical procedures in
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EDs to fulfil such communication needs to the family and bring about tranquillity and
assurance. When their requests to be present in ED were denied, Saudi FMs may face
tremendous pressure from other FMs and relatives who demand information and updates,
such needs could only be able to meet by facilitating the presence of nominated FMs.
7.6 Emergency Department Nurses’ Experiences with Family Presence
The current study’s findings revealed that the majority of nurses who participated had
experienced being asked by Saudi FMs to witness invasive medical procedures. However, the
ED nurses reported widespread denial of FMs requests, and the majority of nurses had
previously refused to facilitate family presence. Nurses claimed several reasons for not
accepting such requests, including consideration to other colleagues in the workplace,
because if they allowed FMs to enter invasive medical procedures room in the first place, it
would be too hard for them to ask them to leave when colleagues were not happy with their
decision. Another frequently cited reason was the absence of hospital policy of family
presence; however, neither was there a policy that prevented that practice. It seems in the
absence of policy regarding family presence, it was reasonable to prohibit family presence on
that ground.
In addition, some nurses reported that communication and language problems stopped
them from allowing FMs to access invasive medical procedure rooms. Almost half of the ED
nurses in this study were expatriates from non-Arabic-speaking countries—mainly from India
and the Philippines; therefore, their Arabic skills are very limited. Non-Arabic-speaking
nurses who work in SA have little communication with Arabic-speaking FMs and patients
and are dependant on Arabic-speaking staff to act as mediators (Al-Khathami et al., 2010).
Misunderstandings and miscommunications between staff and FMs were found to be the
grounds for most medico-legal issues, which are less likely to occur if FMs believed they
were being accommodated (Critchell & Marik, 2007).
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In a Saudi study that included a random sample of 116 patients who had received
nursing care by non-Arabic-speaking nurses. The majority of the interviewed Saudi patients
said that they could not fully comprehend the nurses, felt uncomfortable and had to ask for
interpretation assistance (Al-Khathami et al., 2010). However, this study took place in a less
acuity hospital department and with more stable patients. Consequently, the non-Arabic-
speaking ED nurses in the current study could have more complex communication barriers
with Saudi FMs given the urgency needed for the emergency care of the ED work and the
acuteness of the patient’s cohort. Some ED nurses in the current survey reported feeling
cultural misunderstanding that did not allow them to respond to FMs’ requests and their
reason for refusal based on their limited understanding of the implications of gender
segregation—thinking that men and women should be separated at all times—needed to be
strictly applied and that males should not witness invasive medical procedures on a female
FM and vice versa. This lack of knowledge is suggested to be a potent inhibitor of facilitating
family presence about the Saudi culture that led them to such conclusions.
While family presence practice in EDs in SA was unsupported in this study, the ED
nurses had extensively experienced family presence during CPR and/or invasive medical
procedures. Interestingly, the majority of ED nurses rated their overall experience with
family presence as negative, saying that they had directly told Saudi FMs to leave the ED
room and had called security personnel when FMs refused. Given the complexity of EDs in
hospitals, nurses find themselves dealing with more than one group of people, including
patients, FMs, doctors and other healthcare providers. It is possible that nurses tried to
minimise the number of people involved in dealing with patients to better manage the
situation. As FMs were in a less powerful position than nurses, they were the easiest group to
exclude. However, the nurses’ approach to FMs, use of language, notions of patient safety,
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levels of tension involved and their justifications to asking FMs to leave the area remain
undiscovered.
7.7 Attitudes and Beliefs of ED Nurses Towards Family Presence in Emergency
Departments
The demographic profile for ED nurses who participated in this study is indicative of
the multicultural nature of nursing staff who come from Asian and Middle Eastern countries.
However, the cultural background was not found to be significant in shaping the attitudes and
beliefs of nurses towards family presence. However, the majority of ED nurses reported
receiving requests from Saudi FMs demanding access to invasive medical procedures, but
nurses almost always denied these requests for various reasons, including absence of policy
that governs family presence, consideration to colleagues who otherwise preferred to clear
ED from FMs and communication problems with FMs.
The findings produced by this study further support the idea that nurses who work in
SA or other Middle Eastern-based countries have a predominately negative attitude towards
family presence. In a similar study concerning the attitudes of nurses towards family presence
in the Eastern part of SA, Al‐Mutair, Plummer and Copnell (2012) surveyed 132 nurses from
different hospital departments and variable demographic characteristics. Concurrent with the
current study’s findings, the nurses in the Eastern region of SA showed exceptional
opposition towards family presence during resuscitation efforts, reporting that the practice
was not beneficial for patients and even denied the rights of FMs to witness resuscitation. As
Al‐Mutair and colleagues (2012) included nurses from different departments, only half of the
participants had experience with family presence, as most inpatient departments in SA
hospitals have limited visiting times and thus less opportunity for FMs to witness such
resuscitation events. In addition, the study did not investigate FMs’ perceptions regarding
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family presence and concluded that the workplace culture was actively negating family
presence despite the fact that nurses were a mix of different cultural backgrounds.
Interestingly, it has been reported that nurses who had experience with family
presence during resuscitation had even more negative attitudes towards the practice than
those who had not experienced family presence (p > 0.001) (Al‐Mutair, Plummer & Copnell,
2012). These results contradict the finding of the present study, that ED nurses who had more
experience in the nursing profession (p < 0.001), experience in SA (p < 0.01) and experience
as an ED nurse (p < 0.003) were found to have statistically significant, more positive attitudes
towards the benefits of family presence on FMs compared to their less experienced
counterparts.
In addition, the current investigation showed a significant association between Saudi
nurses and the effect of family presence on invasive medical procedures. Saudi nurses were
reported to be even more worried (median 1.12) about the interruption of space and invasive
medical procedures by the presence of FMs compared to non-Saudi nationals (median 2.17)
(p < 0.02). A similar trend was also found for nurses who had more than seven years of
nursing experience in SA compared to nurses with less experience (p < 0.04). This
combination of findings provides support for the conceptual premise that nurses working in
SA are not yet ready to accept family presence practice. The results also indicate significant
work-related issues as barriers to promoting family presence and neglecting family requests,
as nurses with higher qualifications, age and work experience usually lead the ED’s staff
nurse team and influence others’ attitudes. It is unclear why more experienced, qualified and
older nurses could not have influenced their team members.
Moreover, a number of Middle Eastern research studies conducted on family presence
have come to similar conclusions about the attitudes and beliefs of nurses towards family
presence. In Iran, Kianmehr et al. (2010) surveyed nurses and other healthcare providers
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regarding their opinions towards family presence and found that 77% of nurses strongly
opposed the practice. However, in agreement with earlier findings, nurses with more work
experience were found to be more supportive of family presence practice than less
experienced nurses. In Turkey, Güneş, and Zaybak (2009) studied the opinion of 135 critical
care nurses from university hospitals. Similar to previous findings, Turkish nurses were
unwilling to offer the option of family presence to patients’ FMs or relatives and showed a
negative attitude towards relatives’ engagement. The study also proved that nurses with more
experience with family presence have a greater tendency to oppose the practice (Güneş &
Zaybak, 2009).
In Asia, studies on nurses’ perceptions and experiences of family presence concur
with the results of the current study. In fact, comparing the findings of this study with most of
the published Asian studies highlights a number of similarities among nurses’ perceptions of
family presence. A Malaysian research study was conducted across four major public
hospitals (Sheng, Lim & Rashidi, 2010) with 300 participants from EDs. The survey’s aim
was to determine the attitudes of ED staff towards witnessed resuscitation and the
experiences the staff had when witness resuscitation is demanded. The survey revealed that
only 15.8% of participants agreed to permit FMs to witness resuscitation efforts. Healthcare
providers were more likely to allow FMs to witness invasive medical procedures if high
chances of the procedure’s success was anticipated (Sheng, Lim & Rashidi, 2010). Similarly,
a Hong Kong study (Leung & Chow, 2012) revealed that the overall attitudes of healthcare
providers surveyed, including 143 nurses, was negative towards family presence during
resuscitation (statistically significant, mean: 3.52). The investigation also reported a
statistically significant indication that the prohibition of family presence practice was the
subjective norm of the work environment (Leung & Chow, 2012).
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The cumulative evidence from the previously discussed studies and literature
indicates that the practice of family presence is unfavourable among nurses working in
Middle Eastern and Asian countries. Allowing FMs to witness resuscitation and invasive
medical procedures appears to constitute an unusual duty for the nurses to comprehend. The
reason for this is not clear, but it may have something to do with educational backgrounds in
Asian and Middle Eastern countries and socialisation in the nursing profession that might
differ from Western perspectives or perhaps the work pressure environment and power
differences among healthcare staff. A statement by Purtilo, Haddad and Doherty (2012, p. 14)
perfectly summarises the ongoing conflicts between personal beliefs and workplace norms
for healthcare professionals such as a nurse, which leads to a disconnection and resultant
unclear decision-making:
A disconnect can occur when professional values come into conflict with personal
values or what the professional believes are appropriate societal values. Any time a
professional does not conform to the norms of his or her profession; it can become a
source of discomfort to the majority who accept the status quo. It requires courage
and self-knowledge to stand out as a change agent when professional values do not
honor the ultimate values the dissenting professional believes are being compromised.
Several other reasons can help explain nurses’ attitudes in the current study, including
the fact that the entire concept emerged from a Western cultural background. Applying
Western-based concepts to such a distinctively different cultural background cannot be easily
achieved. The socio-cultural dynamics and the demographic diversity could be a hindrance to
adapting such Western recommendations of allowing FMs to stay at the bedside during
invasive medical procedures—a great challenge of tradition.
Notably, the family presence practice has only recently been adapted through
international healthcare organisations and nursing associations; however, it remains
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contested. It would require some time to ‘melt the ice’ and gradually introduce the concept
into professional practice before it can be recognised by, or become acceptable to, staff
(Rogers, 2003). Further, healthcare professionals worldwide find difficulties in adapting
policies and guidelines that govern family presence due to unfamiliarity with the family
presence practice as a concept. The hierarchy of staff and the decision-making process in
Asian and Middle Eastern countries are different from the West. Doctors have more influence
on decision-making than nurses, and doctors have been found to be the least supportive
health professional group to family presence (Duran et al., 2007; Ersoy et al., 2009;
Kianmehr et al., 2010). It then follows that the barriers to accommodating FMs could be
informed by the collative effect of all of these factors.
Another possible explanation for these nurses surveyed to take such extreme positions
against the practice is because it is the easiest solution. According to the rational choice
theory (Scott, 2000), individuals calculate the advantages and disadvantages of any action
before making a decision. Thus, the nurses’ actions can be justified because it seems more
rational to lean towards avoiding family presence in the absence of clear work guidelines.
However, in contrast to earlier findings, investigations in the US, Canada, Australia
and the UK demonstrate opposing nursing viewpoints on the construct of family presence.
Meyers et al. (2000) surveyed 96 healthcare professionals, including ED nurses, in the US.
Interestingly, US nurses had a significantly more positive attitude towards family presence
than other health professionals. Generally, the surveyed healthcare professionals believed that
family presence helped families met their emotional and spiritual needs; supported the
families decisions by enabling them to see the whole picture; encouraged families to be
helpful for the both the client and staff; allowed a better communication between
professionals and families and causing the professionals to be more considerate of the client’s
dignity, privacy and need for pain management. The healthcare providers collectively felt
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very positive about family presence and reported that the families had no influence on
medical procedures and that their routine was not interrupted by family presence (Meyers et
al., 2000). Similarly, MacLean et al. (2003) surveyed 984 critical care nurses regarding their
opinion about family presence practice. The researchers reported that about 57% of the
respondents had experience of family presence during CPR or invasive medical procedures,
and a large percentage of participants preferred to offer the option of family presence to
families.
Moreover, Fulbrook et al. (2005) surveyed 124 European critical care nurses and
sought information about their experiences with witnessed CPR. In this survey, the UK
nurses notably had more experience and were more accepting of the concept of family
presence compared to continental European nurses. Differences in nurses’ feedback were
attributed to differences in experience between UK and non-UK nurses, traditions and the
healthcare systems. Consequently, the differences found in the current study could be
attributed to similar variations among nurses in terms of education, experience and socio-
cultural variables.
In another US investigation, Duran et al. (2007) examined the attitudes and beliefs
about family presence of healthcare professionals in multiple critical care units in a 300-bed
academic hospital. The majority of participants had experience with family presence during
CPR, and/or invasive medical procedures where the family was at the bedside. The results
showed that healthcare providers had an overall positive attitude about family presence. A
significant difference in attitudes was noted between providers who had experience with
family presence during invasive medical procedures (SD 0.45) and those who had not.
Professionals who supported family presence during resuscitation had significantly higher
scores than those who did not support the practice (p < .001). Attitudes also differed
significantly between nurses and physicians, as nurses had more positive attitudes toward
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family presence than physicians (p < 0.001). Further, and similar to ED nurses’ attitudes in
the current study, Western nurses with more work experience and higher educational
attainment were found to be more supportive to family presence practice and had more
positive attitudes towards family presence (Holzhauser & Finucane, 2006; Duran, et al.,
2007). The presence of FMs during invasive medical procedures in Western studies did not
cause interruption of procedures and did not negatively affect patients’ care; rather, it was
viewed by nurses as an integral part of the process (Oman & Duran, 2010).
The concept of family presence appeared to be more well understood and supported in
Western countries when compared to the rest of the world. In addition, healthcare
professionals from Western backgrounds have a greater tendency to allow FMs at bedsides
and are more flexible in accepting changes in the favour of families. These differences can be
explained in part because of the predominant literature from the Western domain and
cultures. Theories and models on the topic of family presence developed and tested in
Western cultures may not be applicable in other cultural backgrounds such as the Middle East
because of the differences in religion, cultural values and family social groupings (Carlin &
Strong, 1995; Al‐Mutair, Plummer & Copnell, 2012).
7.8 Family Presence Practice Policy and Guidelines
The current study found that ED nurses tended to be opportunistic in their decision-
making without recourse to policy directives about allowing FMs to witness invasive medical
procedures. The current data revealed that most of nursing staff working in Saudi EDs
indicated that they preferred to prohibit FMs from entering invasive medical procedure rooms
or partitions. Interestingly, the results revealed that almost two-thirds of the nurses who
worked in Saudi EDs wanted a written policy to prohibit family presence practice. Moreover,
the nurses reported that no family presence policy existed to allow or prohibit FMs from
attending invasive medical procedures or CPR.
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A possible explanation of the surveyed ED nurses’ attitudes towards family presence
policy arises from their previous negative experiences reported in this survey. Growing
evidence is emerging that link ED nurses’ willingness to prohibit the practice with
overwhelming working environment pressure (Zakaria & Siddique, 2008; Axelsson et al.,
2010). According to the TRA, when the social factor (subjective norm) overrides personal
beliefs, an individual’s attitude naturally responds to the social pressures, and as a result, the
outcome behaviour reflects that attitude position (Ajzen & Fishbein, 1980). Therefore, ED
nurses working in SA have been indecisive or led by the complex multicultural workplace
norms in operation and have decided that discouraging the family presence practice is the
easiest option. EDs in public hospitals in SA have a multi-level management order as
follows: hospital general and ED administration, the medical director, the nursing director,
the security department and the head nurse on duty, as well as doctors. Without clear
guidelines regarding family presence, healthcare professionals are left to decide case by case.
Given these complexities, nurses are more likely to follow the status quo and, especially
under work pressures, side with colleagues’ preferences by escorting FMs away from the
scene (Portico, Haddad & Doherty, 2012).
Contrary to the Asian and Middle Eastern healthcare providers in North America and
UK, family presence practice is increasingly more accepted among professionals with formal
protocols in place, or at least being developed (Fulbrook, et al., 2005; Duran et al., 2007;
Madden & Condon, 2008). Further, professional practice bodies in the US, UK and Canada
strongly support family presence practice during resuscitation and invasive medical
procedures, and encourage policy development, expansion of research and have set
guidelines in this area. These include the ENA (1994), British Association for Accident and
Emergency Medicine (1995), AHA (2000), Royal College of Nursing (2002), AACCN
(2004) and Canadian Association of Critical Care Nurses (2005).
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However, in Asia and the Middle East, the family presence practice is markedly less
visible than that outlined above. Nurses and healthcare providers have no guidelines and little
formal support in respect to family presence. Hence, they have been shown to be considered
far less supportive to family presence (Chalk, 1995; Fallbrook et al., 2005; Güne & Zaybak,
2009; Köberich et al., 2010; Kianmehr et al., 2010; Sheng, Lim & Rashidi, 2010; Al‐Mutair,
Plummer & Copnell, 2012 ). This reluctance may be attributed to a number of reasons as
contended by Fulbrook et al. (2005), which include being a relatively new concept for nurses
(to bring FMs to the bedside), the lack of formal local policies, consideration of members of
the healthcare providers team to each other’s preference and the lack of detailed guidelines
on family presence during resuscitation and invasive medical procedures.
Further, professional organisations have taken great steps forward in supporting
family presence practice. In 1994, the ENA, an international body based in the US, released a
statement supporting the presence of FMs during invasive medical procedures in ED (ENA,
2001). The AHA has also adapted the same principle by including this option in their CPR
guidelines effective 2000 (AHA, 2000), giving FMs the choice to be present while their FM
is undergoing the CPR course. Four years later (2004), the AACN recommended family
presence, and that FMs should be offered the chance to witness and provide support during
specific medical procedures. Moreover, the AACN encouraged healthcare organisations to
develop and endorse a written policy in this regard (AACN, 2004).
To date, non-Western-based hospitals and healthcare providers have not adapted
family presence regulating policies or showed a willingness to engage in dialogue towards
the need of FMs to witness invasive medical procedures. This has been evidenced in this
study and corroborated by a number of studies carried out in Europe, Asia and the Middle
East (Fallis et al., 2008; Lynch et al., 2008; Zakaria & Siddique., 2008; Oman & Duran.,
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2010; Kianmeh et al., 2010; Kianmehr et al., 2010; Sheng et al., 2010; Dougal et al., 2011;
Al‐Mutair, Plummer & Copnell, 2012; Leung & Chow, 2012).
There are several possible explanations of these results. It could be attributed to the
unfamiliarity of participating ED nurses with the growing concept of family presence.
Although the family presence practice is gaining support of well recognised healthcare
organisation such as the ENA and the CCNA, the dissemination of such practices is
underdeveloped. Further, the absence of policies and guidelines that govern family presence
practices combined with the common traditional practice (peers pressure) of keeping FMs
outside the procedures rooms could have contributed to the negative position of nurses
towards the practice. Therefore, the negative attitudes of nurses and other healthcare
providers in Asia and Middle East towards family presence could be a reflection workloads,
cultural misinformation or understanding, fear and possibly their premature collective view
of the practice.
7.9 Cultural Dimensions for the Arab World
Examining the current study and similar Middle Eastern findings from a different
point of view produces different explanations. From a Western perspective, the results can be
discussed with respect to the influence of cultural dimensions. A cultural dimension reflects
the distinct patterns of behaviour and belief that classify and characterise a specified group of
individuals. Cultural dimensions pervade all aspects of life and work, including the presence
of FMs in EDs, so they are very relevant to this study. Hofstede (2009) identified four
cultural dimensions that serve to distinguish one nation or group of nations from another:
namely Power Distance (PDI), Uncertainty Avoidance (UAI), Masculinity Index (MAS) and
Individualism (IDV). Hofstede’s work is open to criticism for stereotyping and failing to
engage deeply with local contexts. However, it provides a useful frame of reference to
interpret the results of this study.
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Hofstede’s analysis for the Arab World, including Saudi Arabia, demonstrates that
Islam plays a central role in the lives of the people. PDI and UAI are the predominant cultural
characteristics. The high UAI ranking reflects the Arab’s low level of tolerance towards
uncertainty. Many laws, rules, regulations, and controls are exerted in order to reduce
uncertainty. According to Hofstede work on cultural dimensions the Arab world does not
readily accept change and is averse to risk. The combination of high UAI and high PDI
creates a situation where those in authority have ultimate power to develop rules, laws and
regulations in order to reinforce their own leadership and control. Hofstede’s Masculinity
Index refers to the distribution of roles between genders, ranging from an assertive masculine
pole to a modest, caring feminine pole. The MAS for the Arab World is above the world
average of 50, indicating that Arabs experience a higher degree of differentiation between
gender roles compared with Western cultures.
The lowest Hofstede Dimension for the Arab World is for Individualism (IDV = 38)
compared to a world average of 64. This very low IDV ranking reflects a collectivist society
as opposed to an individualist culture. The low level of individualism in the Arab World is
manifested by the overwhelming long-term commitment of each individual to their families.
From birth onwards, Arabs are integrated into strong, cohesive groups, consisting of nuclear
families (parents and siblings) and extended families (uncles, aunts, nephews, nieces and
grandparents), as well as extended relationships with friends and other families, which
continue to serve and protect them in exchange for unquestioning loyalty. Loyalty to the
family group is of paramount importance in a collectivist culture, and over-rides most other
rules of their society. In contrast, among highly individualistic societies such as the UK (IDV
= 89) and the US (IDV = 91), the ties between individuals and their families are much looser
(Hofstede, 2009). People in the Western world are expected to be self-reliant, to express
themselves as unique individuals, and to be responsible for and look after themselves, rather
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than to conform to and depend upon their family group and its extensions for stability,
security and well-being. Therefore, these differences may play a role in shaping the attitudes
and beliefs of Saudi FMs and ED nurses found in this study.
7.10 Critique of the Theoretical Framework Utilised
The TRA was the conceptual model adapted for this study, and it finds its origins in
the field of social psychology, as outlined in Chapter 1. Developed by Fishbein and Ajzen
(1980), this model defines the links between beliefs, attitudes, norms, intentions and
behaviours of individuals. According to this model, a person’s behaviour is determined by the
behavioural intention to perform it. This intention is determined by the person’s attitudes and
his or her subjective norms towards the behaviour, as highlighted in Figure 7.1.
Figure 7.1: Simple formulations of the key components of the TRA (Fishbein & Ajzen,
1980).
The model enables pin-pointing of certain human factors responsible for the human
behaviour. It has helped the development of the current research by enabling a psychological
map to be drawn of the interactive variables that suggest those factors most likely to be
linked with the participants’ family presence behaviours or reasoned intentions.
In the current investigation, the TRA was utilised mainly to explain the intentions of
participants, and to a certain extent, the model was useful in explaining how those intentions
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came about, as the model provides a platform for the researcher to link those influential
factors together and evaluate behavioural decisions to inform actions, which has a greater
effect on producing intentions and subsequently predicting behavioural actions. For instance,
when asked why they refused to take FMs to bedside when requested, the majority of ED
nurses considered environmental restrains or other colleagues’ preferences and thus denied
the FMs’ requests. In light of the current theoretical background, the ED nurses work
environment pressure (subjective norm) was more intense than their individual belief about
the right of FMs for family presence; therefore, their intention to prevent FMs access to
invasive medical procedures room was the outcome behaviour. It can be postulated that it
became an adapted cultural norm by the ED nurses to prevent Saudi FMs from watching the
team performing invasive medical procedures. Consequently, there may well have been
conflict between the EDs’ fundamental belief to support family needs and the common
practice in the workplace, which ultimately led nurses to side with what they perceived to be
the more influential or overriding factor, which was the workplace norms in this case.
Similarly, Saudi FMs strongly believed in their rights to be present during the
carrying out of invasive medical procedures on their FMs. However, their attitudes and
beliefs were stronger than the traditional practice of the EDs. Saudi FMs insisted on being
present and showed considerable enthusiasm to witness future invasive medical procedures
and felt it was justified for them to have greater involvement. It can be argued that in this
case, the Saudi FMs faced two subjective norms simultaneously. The first came from the ED
traditional work environment norms—that FMs were expected to wait outside procedures
room and obey the healthcare providers’ instructions in that regards. Otherwise, such
attitudes as insisting on their presence would look strange and deviant within a hospital
environment and be socially embarrassing. However, the second pressure derived from
religious and cultural imperative, which expected family attendance at the patients’ bedside
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during critical times. Again, when such family presence was denied or not possible, FMs will
face social pressure and familial criticism for their neglectful behaviour. However, based on
the results of this study, it can be concluded that the cultural and religious pressures were
more intense on Saudi FMs than the EDs’ work norms. It is important to add cultural and
religious constructs to the TRA to enhance the model, because the human intended behaviour
may substantially change depending on which culture and society the behaviour is taking
place in.
An extension of the TRA—the Theory of Planned Behaviour (TPB)—was proposed
by Fishbein and Ajzen (1985) due to criticism to their original TRA, as it emphasises
between intended and actual behaviour, which is not always the case that the intended
behaviour translates into real action. Therefore, the extension of TPB was proposed to
overcome this problem by measuring the perceived control over the task. That is, to weigh
how easy or difficult it might be to perform a given behaviour in the context of a given
environment. In other words, the possibility for individuals to carry out the behaviour they
intended. However, it is critical to know when the change of the intention has taken place in
the current view of this model, as it can lead to more accurate answers to which factors have
changed individuals’ attitudes and behaviours. For instance, in the current study, it would
have been very important to know when ED nurses formed their attitudes about family
presence, and more importantly when exactly this intention has changed, was it changed
before, during or after the carrying out of invasive medical procedures. Therefore, the
absence of a time factor posed a critical flaw in not enabling the Fishbein and Ajzen theorised
models to be more predictive in the Saudi healthcare setting.
Further, the adapted model failed to fully capture the dynamic socio-cultural
complexities of the studied population and setting. Although the TRA promotes its strength
as being able to explain and predict social behaviour based on individuals’ beliefs (Fishbein,
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2008), the model does not incorporate the individuals’ belief system as a direct contributor to
the attitude. Rather, the model put such strong attitude changers in the background influence.
Hence, the model appeared to be too rational by not taking into consideration cultural or
religious factors that value certain emotions, obligations, compulsions and other non-
cognitive determinants of human behaviour (Armitage, Conner & Norman, 1999).
In keeping with the Western perception of psychological decision making, the TRA is
arguably too reliant on individualistic influences of behaviour. To have been better integrated
with the current study, the model requires additional modifications that pay more attention to
collective socio-cultural variables as key drivers of attitudes. Additionally, re-evaluation of
intended behaviours is necessary immediately prior to the action. Figure 7.2 illustrates the
original mapping of the TRA, and the theorised adjustments to the model drawn from the
reported findings of the current study illustrated in Figure 7.3.
Figure 7.2: A schematic representation of the original TRA showing the factors contributing
to individual behaviours (Ajzen & Fishbein, 1980).
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Figure 7.3 highlights the proposed adjustments of the TRA by adding religious,
cultural and environmental factors as direct influences on attitudes. The proposed model also
considers the time in relation to the formation of attitudes. As highlighted by the figure
below, the passive attitude of individuals is the attitudes that formed during no action periods,
while the active attitude is formed shortly before action is required (Active Attitude).
Figure 7.3: The proposed adjustments of the TRA.
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7.11 Limitations of the Study
A number of caveats need to be noted regarding the present study. Some limitations
can be attributed to the research design and conduct, while other inadequacy can be
respondent-related. However, central to the limitations is the theoretical constructs that both
the concept and the model’s to examine the process applied stem from Westernised concepts
of family presence. Although the patients’ and families’ rights are universally agreed upon,
this concept in particular has been developed and nourished largely in a Western background.
The available survey instruments and resources on the concept of family presence, by large,
were intended and designed for Western culture, which limits their applicability to different
cultural backgrounds such as SA due to differences in values, beliefs and histories (Carlin &
Strong, 1995). However, it is argued that the current study was one of very few investigations
that attempted to evaluate the construct of family presence in a Middle Eastern context. The
findings in this report are subject to a number of limitations discussed in the following sub-
headings.
7.11.1 Limitations of the Instruments.
The study was limited in several ways; first, parts of the utilised questionnaires in
phase 1 and phase 2 of the research were borrowed from Western studies. A few more
cultural determined questions were added based on the literature, which may reduce the
validity and reliability of those questionnaires. Appropriate tools and scales designed and
validated for specific cultural backgrounds to measure constructs related to family presence
practice are still developing. In the majority of published descriptive survey studies on family
presence, researchers tend to provide no or very little discussion on the development and
validation of the survey tool (Bassler, 1999; Helmer et al., 2000; McClenathan, Torrington &
Uyehara, 2002; Sheng, Lim & Rashidi, 2010). Nevertheless, some investigators design their
own survey tool when the literature fails to divulge an appropriate tool for a specific
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population (Holzhauser & Finucane, 2006; Kotkis & Tabak, 2008; Oman &Duran, 2010;
Kianmehr et al., 2010).
Second, a linguistic translation of FMs’ questionnaire in Arabic in phase 1 was
necessary to fit Arabic-speaking audiences. Although the translation followed a two-way
independent bilingual translation process conducted by two different registered translators
(Brislin, 1970), some semantic meanings may have not been fully accommodated. Brislin’s
(1970) method of forward and back translation was impractical in this particular study
because of the translators’ lack of knowledge about the associated medical terms and some
research technical terms. Therefore, the output copies of translations were minimally
different from the original, and the developed Arabic version had some issues with
translation. Those language mistakes were corrected when validating the content in phase 1
by the expert panel who have independent expert knowledge of the Arabic language.
Third, to strengthen the study and make the questions more culturally oriented, the
intent was to conduct phase 1 first and then use the findings to inform and enrich the phase 2
questions. This could also allow ED nurses to address critical FMs issue based on findings.
However, the process failed because the researcher could not enhance the phase 2
questionnaires due to analysis constraints and the statistical comparison of the groups was not
attainable. Adding more questions to phase 2 questionnaires could have triggered major
statistical analysis changes, which have been planned beforehand. It was also limited time
and budget constraints within the context of a PhD to completing phase 1 first—prepare data,
analyse and report findings then construct new questions for phase 2.
178
7.11.2 Analysis Limitations
The conduction of multiple testing in the analysis in attempt to finding significant
differences between the variables elevated the chance of statistical errors. The likelihood of
making Type I errors (false positive) in this case was elevated (Hair et al., 2010). In the
current study, when comparing two median scores, concluding the medians were different
when in reality they were not different would be a Type I error. If k tests are performed
consecutively on one set of data at the conventional .05 level of significance, then the
probability of making Type I errors is 1 - (1-.05)k. For example, if seven tests are performed
on one set of data (i.e., one test for each of the seven demographic categories in this study),
then the probability of making Type I errors is .301, i.e., over 30%. Consequently, about 1 in
3 of the results declared statistically significant at p < .05 could be due to random chance, and
not because there were any real differences between the median scores.
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7.11.3 Possible Acquiescence Response Bias (FMs Affirmative Responses)
One notable affirmative response pattern by FMs to questions in phase 1 of the
research could have contributed to limit statistical analysis and thus findings. The evidence
for acquiescence was that the majority of the participants consistently agreed with all but two
of the items. This phenomenon is commonly known by researchers as acquiescence response
bias (Paulhus, 1991) and is peculiarly prevalent in the Arab populations (Baron-Epi et al.,
2010). Consequently, the frequency distributions of the responses were very strongly skewed,
with the highest frequencies located at the agreement end of each item scale. When the items
were condensed into six factors, the frequency distributions of each factor variable were not
normalised into bell-shaped curves, as is often the case when item scores are composited (see
Figure 5.1 in Chapter 5).
The frequency distributions of the factor variables reflected skewed distributions, in
which the mean, median, and mode were not located exactly at the centre (p < .001). The
skewness statistics were consistently negative, implying left skewed distributions. The
highest frequencies were generally located on the right hand sides of the distributions,
reflecting the general trend for acquiescence. Consequently, parametric statistics assuming
normally distributed variables could not be applied, and the inferential statistical analysis was
restricted to non-parametric methods, which are not as powerful as parametric methods.
It appeared that the results of the phase 1 survey reflected the cultural communication
style of many Arabic respondents to consistently agree with or provide positive responses to
questionnaire items irrespective of what they really believe to be the true answer (Baron-Epel
et al., 2010). A large body of research has reported this phenomenon elsewhere (Paulhus,
1991; Smith 2004; Saris et al., 2005).
Saudi FMs and Arabic nurses respondents may have provided biased answers
because: (a) they reflect agreement out of politeness; (b) they perceive themselves to be of
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lower social and/or educational status than the researcher, and so they defer to the apparent
authority of the researcher by endorsing what they think the researcher believes to be true; (c)
they do not consider that the responses to the items should refer to their own unique personal
attitudes and beliefs, but to the generalised attitudes and beliefs of their family group, culture,
or population; and/or (d) they are too busy, distracted, or bored to provide responses that
reflect their own unique attitudes and beliefs, and find that agreeing with the items takes less
time and effort than carefully weighing up each optional level of disagreement and
agreement. It is not known which, if any, of these reasons was the cause of the high level of
agreement to the items in the phase 1 questionnaire. Unfortunately, there was not a wealth of
literature concerning the attitudes and beliefs of FMs within Middle Eastern context to
compare phase 1 findings with. According to Hofstede’s (2009) cultural dimensions of the
Arab world, acquiescence bias reflects a strong aversion to expressing themselves as unique
individuals, a high respect for authority, and a low tolerance towards taking risks.
7.11.4 Approach to Sampling Limitation (Phase 1).
One source of weakness in this study which could have affected the measurements
laid in the approach of respondents in phase1. The FMs were all drawn randomly from the
EDs logbook based on the patients primary data and priority level, which is a classification
criterion used by participating EDs to indicate the acuity of patients. After the sample was
collected, the approach of FMs was via phone calls to recruit and seek permission to post the
survey and the invitation letter. The phone conversations aimed to confirm the address of the
participant, determine who was at the ED when the patient was admitted to the ED, and then
invited them to participate. Participants’ names, for privacy issues were not collected during
the phone call conversations, but FMs were told that the survey letters, which would arrive in
few days, were intended to them. Consequently, the completed surveys may have been
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completed by other FMs in the household. It is unclear how such approaching method could
have affected the results.
7.11.5 Recall Bias
Recall bias is a ‘systematic error due to differences in accuracy or completeness of
recall to memory of past events or experiences’ (Last, 2001, p. 153). The FMs in phase 1 of
the study were subject to this type of response bias because of the 2–12 months interval
between the FMs actual experiences with family presence and the time they received the
survey. Nevertheless, majority of FMs had more than one experience and were reminded of
that event during the phone call at the recruitment time.
7.12 Conclusion
FMs’ presence during invasive medical procedures in EDs is gaining attention and
support from healthcare professionals both internationally and regionally in the Middle East
in relation to growing demand for presence by FMs in modernising societies. The practice is
well agreed in principle by the professions, but seldom practically implemented at the
hospital level. While internationally several leading healthcare organisations such as the
AHA and ENA have formalised protocols or position statements on family presence, the
matter remains debatable.
This chapter has discussed important findings of the research two phases in light of
the study’s questions and objectives. Significant findings were emphasised within the cultural
and contextual background of SA, which contains strong familial and religious imperatives.
There is a growing demand for such considerations amongst patient advocacy groups in
particular due to the importance given to the role of religion and culture in health restoration,
palliation or dying process. However, a large segment of ED nurses in this study were not in
favour of family presence for reasons such as efficiency, time, sepsis and safety concerns.
The issue of family presence particularly in acute care settings needs clear guidelines,
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hospital policy endorsement health services staff orientation instead of the current
idiosyncratic individualised decision making that may neglect fundamental patients’ and
family rights.
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Chapter 8: Summary and Recommendations
8.1 Introduction
The literature to date has documented the growing evidence of the controversial
debate surrounding the concept of family presence since the term was first introduced to the
health service delivery field more than two decades ago. This concept has been subject to
widespread professional scrutiny, public opinion, families’ belief frameworks and associated
religious imperatives and concerns. Despite the fact that there has been a recent paradigm
shift in the nursing, medical and allied health professionals, particularly in the US, towards
supporting FM’s intentions to witness invasive medical procedures carried out on patients
they attend in acute care hospital settings, the concept of family presence remains poorly
regulated and subject to various idiosyncratic interpretations. Research from different cultural
backgrounds and belief systems of both FMs and healthcare professionals has yielded
varying and conflicting opinions, and this is particularly so in the Middle East.
This paper has investigated the family presence practices in four EDs linked to public
hospitals in SA by examining the perspective of two population cohorts: ED nurses and Saudi
FMs. A quantitative descriptive exploratory design was undertaken, with the primary aim to
advance the concept of family presence through the synthesis of new cultural insights from
an examining of the experiences, attitudes and beliefs of both Saudi FMs and nurses. A
secondary aim of this study was to identify the barriers and/or the facilitators to family
presence in the current Saudi EDs, in order to improve the nursing services provision and
correspondingly painter health outcomes by providing empirical evidence. This evidence
would then inform hospital guidelines for a future family presence policy that is culturally
appropriate and supports Islamic family beliefs and religious practices while at the same time
support organisational safety, efficiency and associated nursing service delivery. This issue
has been highlighted to be of particular importance given the majority of nursing staff in SA
184
are expatriates and the patients in their care are solely of Arabic dissent, both populations
being without a common language and belief system. In this final chapter, a summary of the
study and the key findings are further presented. The recommendations will be presented in
three subsections: policy guidelines, nursing education, nursing clinical practice and future
research approaches.
8.2 Overview of the Study
The issue of family presence during invasive medical procedures and/or resuscitation
is a relatively new concept, first introduced in 1982, still developing and has been highly
contested at the international level (Duran et al., 2007; Doolin et al., 2011). In the following
two decades, the concept went to gain further support through professional nursing bodies
associated with American and Canadian healthcare organisations to eventually become a core
competency value of northern American-based professional regulatory bodies (Halm, 2005).
Contradictions exist between the current clinical practice in many countries and the
recommendations of the associated international health organisational bodies. However, to
date, there are still very few hospitals in Western countries that have developed policies to
govern family presence practice or general guidelines (Axelsson et al., 2010). In the Middle
Eastern context, the practice of family presence is both poorly understood and thus
underdeveloped, with the noticeable absence of relevant clinical practice policies (Güne &
Zaybak, 2009; Al‐Mutair, Plummer & Copnell, 2012).
The contention in this thesis has been that FMs see themselves as consumers of health
service who are capable of making informed decisions in respect to their FMs with regard to
healthcare and thus perceive their presence to be not only a right, but a family and religious
obligation. The insights as per the adapted TRA model discussed in Chapter 7 suggest a link
between FMs’ attitudes and beliefs towards family presence and the influence of their socio-
cultural and religious backgrounds. The critical review of literature have stressed the
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importance of family presence reporting several significant associations for permitting FMs
to witness resuscitation and other invasive medical procedures (Meyers et al., 2004; Duran et
al., 2007; Agard, 2008; Baumhover & Hughes, 2009; Paplanus et al., 2012). These significant
associations include when there is an imminent loss of life of a closely related person,
members of their family feel obliged to be near, in an effort to protect, care for or if religious
imperative are needed hold a prayer vigil for the patient (their FM). FMs universally believed
across the literature reported from the regions reviewed that their physical presence was
comforting and encouraging to the patient (Knott & Kee, 2005; Fulbrook et al., 2005; Lam et
al., 2007; Axelsson et al., 2010). In times when resuscitation efforts fail, family presence was
shown to ultimately lessened the grieving process by allowing FMs, who witnessed the
resuscitation attempt, to appreciate the efforts by the medical team, enter the grieving process
being sure that everything possible had been done to save the life of their FM, as opposed to
hearing the devastating news while elsewhere. Consequently, allowing a connection of FMs
with their related patients whenever needed and giving them opportunity to say goodbye.
However, FMs who were not allowed to be present during resuscitative events believed that
healthcare providers may have withheld some vital information that could have otherwise
aided them in making health-related decision (Ersoy et al., 2009). There is growing evidence
suggesting that Family presence is beneficial to FMs by minimising post traumatic stress,
incidence of litigation, and fulfilling their various cultural and spiritual needs (Wagner, 2004;
Zakaria & Siddique 2008 & Sheng, Lim & Rashidi, 2010).
The current study adds to the above critiqued body of literature and uniquely explains
the Middle Eastern context surrounding culturally based attitudes and beliefs of families and
how these contrast with the bio medically based beliefs and attitudes of largely expatriate
nursing workforce in SA towards the presence of FMs in ED settings. This study, to date,
remains the first of its kind carried out in Saudi Arabian cultural context that concurrently
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investigated both FMs and nurses in an ED setting. It has provided significant findings that
support similar trends reviewed in the preceding chapters and summarised in this chapter in
regard to family beliefs of support for their hospitalised FM’s in the Asian and Middle
Eastern countries. In contrast to how ED nurses viewed family presence, the Saudi FMs
surveyed indicated a strong belief in their right to be present with their FM who had
undergone invasive medical procedures in EDs. The attitudes, beliefs and experiences of
Saudi FMs and ED nurses towards family presence in the EDs indicated some significant
findings that are summarised further in the following section.
8.3 Summary of the Study and Findings
The study consisted of two phases, which addressed key questions related to the
concept of family presence in SA to (a) Saudi FMs who attended a FM patient during
invasive medical procedures in ED, and (b) ED nurses who worked at the four EDs included
in this study. The summary of each respective group as follows;
In Phase 1, a survey of 294 Saudi FMs, who had witnessed invasive medical
procedures in with EDs performed on their FM (patient), was conducted. The views,
experiences and needs of Saudi FMs while witnessing invasive medical procedures in the ED
were elicited through established questionnaires with added reviewed culturally specific
items. The demographic details, attitudes and beliefs of all FMs regarding this aspect of
patient care were also included in the questionnaire. The result showed that FMs had a strong
belief in their capabilities and cultural entitlements to be present. The surveyed FMs believed
it was their right to be with the patients and that the option should always be available to
them. These same FMs surveyed identified a number of cultural and spiritual needs that were
unmet during their recollection of their FM (patient) presence in the EDs. The FMs reported
that they had very minimal support from the health professional staff during their presence in
EDs and they had wished to stay and witness invasive medical procedures performed on their
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FM especially during serious conditions. The relationships within the Saudi family were
influenced by cultural and religious norms and the gender of FMs, in which certain specific
FMs were expected to carry out certain roles and responsibilities in the family. For example,
senior male FMs in particular, were the primary advocate for the family outside the
household (e.g. hospital setting), the eldest male FMs being the decision makers and expected
to provide support, protection and appropriate information to the rest of the family.
In phase 2, the total population of emergency nurses from four different hospitals’
EDs was recruited to examine their experiences, attitudes and beliefs about family presence
in current Saudi EDs. The EDs nurses (97), who responded, completed a survey
questionnaire that gathered demographic data, nurses’ experiences, family presence policies
and the nurses attitudes and beliefs information regarding family presence during invasive
medical procedures. The findings showed that nurses were not enthusiastic about offering the
Saudi FMs the option to witnessing invasive medical procedures, and that nurses are not
ready to adapt support for family presence into their nursing practice. The experiences,
attitudes and beliefs of nurses with family presence were generally negative, as seen in items
that reported denying the rights of FMs to witness invasive medical procedures carried out on
their FM with reasons for such intentions and behaviours were evident including the lack of
policy that allow FMs’ presence, consideration to colleagues, miscommunication and a lack
of awareness of cultural and spiritual needs of Saudi FMs. Further, none of the surveyed ED
units in the four hospitals had an established policy or guidelines managing FMs presence in
the ED and the decisions were made based on individual circumstances. Of considerable note
was that nurses who had higher levels of education, senior age, and experience in the
profession as well as ED experience were more supportive and positive towards the concept
of family presence.
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The research questions and objectives set out in Chapter 4 have been soundly
addressed within this thesis. The uniqueness of this study was in the investigation of the
concept of family presence from two perspectives that of FMs as healthcare consumers and
ED nurses being the healthcare providers all within a culturally unique context that had not
been explored before. The empirical findings in this study provide a new and novel
understanding of the spiritual and cultural values and benefits to Saudi FMs. When compared
with previous research, this thesis provides a complex examination of a predominantly
Muslim country, the unique aspects of family and religious life around healing, beliefs and
the complexity of the interface with the nursing workforce system. The Saudi FMs being
Arab Muslims have additional imperative reasons to be present beyond simply family ties,
which stem from cultural and religious teachings. Another strength of the study was the
extent in which a proposed theoretical model that guided the study in the beginning (chapter
1) could add new knowledge on how the TRA could be adopted and yet expanded from the
finding of the study.
8.4 Implications for Clinical Practice
A key feature throughout this study has been the level of disagreement by the ED
nurses surrounding the concept in relation to existing and current evidence. Collectively,
previous research results indicated conflicting opinions, practices and needs within and
across the contextual background but the overall impression indicates that the level of
exposure was responsible for the degree of resistance from the EDs’ healthcare professionals’
perspective (Fulbrook et al., 2005; Doolin et al., 2011) . The current evidence rejects the
claims that FMs presence has negative consequences on patients, FMs, healthcare staff or
even on the process of performing invasive medical procedures. Implications herein are for
the development of SA evidence-based family presence practice supported by clear
guidelines to backup strategic clinical decisions and reduces uncertainty.
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The present study confirms previous findings and contributes additional evidence that
pave the way for informed decision-making for nurses, other clinicians, hospital managers
and policy makers, by supporting the formation of a ‘family presence protocol’ for EDs
appropriate to the uniqueness of the cultural and religious backgrounds of SA. Such protocols
would channel attention towards specific FMs’ needs, thereby maximising the benefits of
their presence, or when necessary protecting them from concerning situations in an evidence-
based manner. In addition, the Saudi FMs surveyed had positive attitudes and beliefs towards
family presence and showed remarkable interest and intent to be at the bedside, with the ED
nurses being the reluctant party. Despite the reasons behind this reluctance, this thesis argues
that nurses need to take the lead and advocate the practice. Duran et al. (2007) contest that
family presence practice is an area led by nurses and this leadership should be extended to
include family centred care and that acute care nurses in particular need to continue to
advocate the practice.
Collaborative international efforts across the boundaries of health service providers,
between all stakeholders, FMs, nurses, doctors and hospital policy-makers are needed for the
future development of locally agreed-upon family presence protocol, which is imperative to
optimising service provision. SA hospitals’ organisational commitment to support and
facilitate FMs’ presence within the context of emergency care would be a key factor to
overcome some of the challenges that currently impede the adaptation of this concept in SA.
It is anticipated that the FMs’ demand to be present during invasive medical procedures is
likely to increase due to current Saudi public media campaigns that provide educational CPR
training and survival techniques that promote public awareness and provide insights into the
workings of ED services. Similarly, the growing demand in SA for highly skilled specialised
healthcare staff commonly recruited from overseas, especially in critical care services, urge
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potential nursing staff employees to be equipped with up-to-date cultural knowledge, simple
language skills and positive attitudes to support family presence practice.
This thesis contends that the willingness to accommodate FMs is dependent on ED
nursing staff surrendering a degree of power and control over the ability to make timely
decisions. ED nurses demonstrated certain stereotypical thinking in that family presence may
pose a threat to their professional practice and that FMs may interfere with procedures and
suffer subsequent physiological or psychological harm. These beliefs can be challenged by
introducing change by means of promoting an integrated healthcare philosophy (common to a
mission statement in public hospitals in SA) that is based on cultural and holistic family care.
Expatriate nurses who work in SA particularly need to be well oriented with Saudi religious
beliefs and cultural norms. A specific orientation programme is needed to improve expatriate
nurses’ knowledge of the local culture and subsequently enhance family care outcomes. In
addition, posters placed in EDs and educational materials for nurses can be useful in creating
a supportive environment. These implications will collectively allow for the existence of a
work culture that is orientated towards user involvement, which is essential to enhance the
application of family presence practice.
8.5 Recommendations
The current study obtained empirical information that informed and targeted
culturally specific family presence policies and guidelines that promote Saudi family centred
care while enabling professional and efficient health services. The current absence of such a
policy regarding family presence in EDs in many hospitals leads to numerous
misunderstanding and confusion among team members during invasive medical procedures,
leading to sacrificed professional practice. An empirical informed policy would lessen the
conflicts and tensions among healthcare providers and thus focus attention back on the
ongoing invasive medical procedures. Such a policy would enable further definition of roles
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played by the healthcare team and the family improved outcomes. Policies and guidelines
offered to practitioners and FMs are crucial in all hospitals that are willing to start the family
presence concept, and they should be reflected by family care hospital (mission) statements
in accordance with the contextual cultural norms. All key stakeholders should be included in
designing and implementing the policies and protocols. The various professional bodies,
medical practitioners as well as key representatives, religious leaders and men and women
from the public should be included in the process. Educating healthcare providers and the
community on the benefits associated with family presence psychologically prepares
participants for the process and what is to be expected. What is needed is a consistent
approach with an assessment carried out by the nurses concerned. The cultural
misunderstandings between FMs and health professionals, combined with a lack of policy in
this complex area, have been the major impediments of witnessed resuscitation in many
countries. Making such information available would assist in the public understanding of the
current situation of healthcare professionals’ attitudes and beliefs about the issue, therefore
making the necessary changes by gradually introducing family presence into clinical practice,
CPR and emergency services training, as well as the nursing curriculum.
The findings of this investigation add empirical knowledge to the international
discussion of the advantages and disadvantages of family presence practice. A hospital policy
is an essential tool that provides structure and process. Experienced and senior ED nurses
have considerable experience with FMs’ presence during CPR and invasive medical
procedures and appear to be the most likely group to support the practice in this field and
assist in the future development of adequate guidelines for clinical practice. Every workplace
is unique; therefore, unit managers need to express caution when adapting family presence
guidelines and recommendations that were originally designed to fit elsewhere—for example,
in a Westernised context. Any proposed work policy related to family presence needs to be
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carefully examined for its appropriateness to the work environment, introduced, implemented
and then, once developed, empirically evaluated by all stakeholders.
It has been noted that ED nurses in this study did not feel sufficiently equipped to
manage the additional stress as a result of the FMs’ presence during the undertaking of
invasive medical procedures. The nurses reported that the presence of FMs would add an
extra burden to their work, which mainly stems from the ED nurses’ concerns about FMs’
interruptions to work flow, the work culture and concerns about communication issues.
Nevertheless, one way to challenge these perceptions is to introduce a simulation training
programme designed to target nurses and gain confidence in the work they perform,
especially in an acute care setting. An appropriate introductory point of family presence
practice in Saudi hospitals is the already established periodical emergency services training
campaigns, which involve all ED personnel. The current training aims to improve EDs’ staff
skills to better manage RTAs, traumas and natural disaster victims, including communication,
transportation and team collaboration skills (Alamri, 2012). Advancing this programme to
incorporate specific training on the presence of FMs during CPR and invasive medical
procedures is possible and would be a great enhancement. ED nurses need education
preparation for the evidence-based benefits of family presence, specifically to allow them to
re-examine their attitudes and beliefs about the practice to enhance their behaviour (as in the
TRA) towards FMs’ presence. That is, ED nurses should view FMs as part of the solution
rather than part of the problem that is currently dealt with by exclusion.
A further enhancement to nursing education would be to include the concept of family
presence as part of the nursing family care curriculum and integral part of the current post-
graduate emergency nursing education and training programmes. In addition, the basic and
advanced life support training courses that target healthcare providers should incorporate
family presence and educate candidates about FMs’ right to witness CPR and invasive
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medical procedures, the associated benefits, and they should instruct trainees on how to
facilitate such presence. The current ENA guidelines on family presence can be utilised as a
starting point but carefully assessed to corroborate with the religious and cultural norms of
SA.
Future research needs to closely examine the short- and long-term consequences on
FMs as a result of witnessing CPR or invasive medical procedures, especially in the case of
the loss of a loved person during that experience. There is abundant room for further progress
to explore family presence practice from a patient’s perspective. Whether patients prefer
FMs’ presence during CPR and other less invasive medical procedures remains unanswered.
Further, there have been claims to suggest a link between family presence experience and
negative psychological effects on FMs who attend (Ong et al., 2004; Duran et al., 2007;
Axelsson et al., 2010); however, there has been no consensus to prove or disprove these
correlations. Hence, substantive research is necessary to authenticate such claims in a Middle
Eastern context. In addition, given the conservative cultural and religious backgrounds of SA
and the Middle East region in general, a worthy area of investigation is to study patients’ and
FMs’ opinion towards family presence when invasive medical procedures expose private
body parts in the adult population. Considerably more work will need to be done to determine
the possible linkage between exposing patients’ private parts necessary to certain invasive
medical procedures (e.g. Foley Catheterisation) and the discouragement to witness by FMs
(Sheng, Lim & Rashidi, 2010). More research is needed across different cultural backgrounds
such as other parts of the Middle East, with the variation of Islamic religious practices, and in
certain populated Asian countries such as India, to examine the authenticity of findings,
which may lead to substantial changes to policy.
More broadly, qualitative research is also needed. This should include ethnographic
data to capture observations in the cultural and religious elements and examine linkages
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through interviews not attainable through the quantitative paradigm. Future qualitative
research in SA should explore in depth the perception of family presence among the Saudi
and non Saudi nurses and doctors. In addition, psychometric evaluation of survey tools and
instruments utilised in family presence studies are needed to encourage further investigations
and enhance validity and reliability of results. The current findings revealed that the concept
of family presence is yet to be operationalised to a level where it becomes embedded in
hospital philosophy. Research to further develop new tools that examine the possibility of
transforming the family presence concept into clinical practice within a given contextual
background is particularly essential.
8.6 Conclusion
The current research involved both Saudi FMs and ED nurses from four public
hospitals in SA, examining their experiences, attitudes and beliefs about family presence
during invasive medical procedures. This is one of very few investigations conducted in a
Middle Eastern Muslim community, and the first of its kind in SA. Saudi FMs have strong
demands for family presence that are not well met by ED nurses. The study has provided a
culturally informed conceptualisation of the concept of family presence during invasive
medical procedures for clinical professionals, educators, policy-makers and future
researchers. The adaptation of the current research recommendations are important in order to
transform the family role in EDs to be an integral part of the healing healthcare environment
and to enable culturally oriented clinical practice while assuring continuity of the safe
delivery of emergency care services.
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Appendix 2.1: Summary of Key Functions of the Saudi Commission for Health
Specialties (SCHS, 2011)
 Developing and evaluating specialist programmers for occupational health and for
continuing medical education in all health fields.
 Organising and supervising board committees to serve for the different health groups.
 Assessing different institutions that provide special courses for health workers.
 Issuing professional certification, diplomas, fellowships and memberships.
 Coordinating with councils, associations and other health professional institution
locally and internationally to promote staff training.
 Developing principles and standards for the professional practice and the code of
ethics.
 Evaluating applicants’ qualifications and classify them accordingly.
 Actively supporting research, reviewing scientific articles and encouraging
publications in international and in-house journals.
 Mapping future planning and staff recruitment guidelines.
 Hosting seminars and health-related conferences to discuss national health affairs and
propose practical solutions.
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Appendix 3.1: Emergency Nursing Association Position Statement on Family Presence
During Invasive Procedures and Resuscitation in the Emergency Department
Many emergency departments offer the option of family presence during invasive
procedures and cardiopulmonary resuscitation, but lack written guidelines to govern the
practice. A lack of formal guidelines can place emergency nurses in a difficult position when
a crisis occurs and family members confront nurses with requests to be permitted at the
bedside. Without written policies for family presence, emergency department healthcare staff
risk inconsistent practice and may be depriving patients and families of needed emotional
support. Excluding family from invasive procedures and cardiopulmonary resuscitation is
inconsistent with a family-centred model of care. Emergency nurses can play an important role
in making the option of family presence available to all families who request it by becoming
involved in educational and research endeavours that increase awareness about the potential
advantages of family presence. In addition, emergency nurses can advocate for the
development of written policies that will provide consistent, safe, and caring practices for
patients, families, and providers.
It is the position of the Emergency Nurses Association that:
1. There is some evidence that patients would prefer to have family members present
during resuscitation.
2. There is strong evidence that family members wish to be offered the option to be
present during invasive procedures and resuscitation of a family member.
3. There is little or no evidence to indicate that the practice of family member presence
is detrimental to the patient, the family, or the healthcare team.
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4. There is evidence that family members presence does not interfere with patient care
during invasive procedures or resuscitation.
5. There is evidence that healthcare professionals support the presence of a designated
healthcare professional assigned to present family members to provide explanation
and comfort.
6. There is some evidence that a policy regarding family member presence provides
structure and support to healthcare professionals involved in this practice.
7. Family member presence during invasive procedures or resuscitation should be
offered as an option to appropriate family members and should be based on written
institution policy developed in cooperation with departments such as, but not limited
to social services, pastoral care, risk management, nursing and medical staff.
8. Healthcare organisations should develop and disseminate educational resources for
the public concerning the option of family presence during invasive procedures and
resuscitation.
Resources
Emergency Nurses Association. (2009). Emergency nursing resource: Family presence
during invasive procedures and resuscitation in the emergency department. Des Plaines,
IL: Author. Retrieved from
http://www.ena.org/Research/ENR/Documents/FamilyPresence.pdf
Developed: 1995.
Approved by the ENA Board of Directors: April 1994.
Revised and Approved by the ENA Board of Directors: September 1994. Revised and
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Board of Directors: September 1998. Revised and Approved by the ENA Board of Directors:
July 2001. Revised and Approved by the ENA Board of Directors: October 2005. Revised and
Approved by the ENA Board of Directors: September 2010.
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Appendix 3.2: University of Colorado Hospital Policy and Procedure—Family Presence
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